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Clinical and Laboratory Correlation of the 


Transaminase Test, an Analysis of 111 Patients 


For a Period of Thirteen Months 


@ The transaminase test is useful in making a differential diagnosis 
on patients with a clinical picture compatible with myocardial infarc- 
tion, but whose electrocardiographic findings are not confirmatory. It 
is also of equal aid in the diagnosis of hepatic disease. 


— processes frequently result 
in a measurable alteration or exag- 
geration of one or more of the body phy- 
siologic enzyme functions, and studies of 
these systems in cooperation with the 
clinician is an integral function of the 
diagnostic laboratory. 

Laboratory tests in the study of pa- 
tients for myocardial disease have not 
been very specific. With the advent of 
anticoagulant therapy for coronary oc- 
clusion, and its advantages and dangers, 
it is most important in the cardiac pa- 
tient to establish the presence or absence 
of myocardial infarction as opposed to 
coronary insufficiency. Likewise, in ref- 
erence to the liver, the establishment of 
the presence of hepatic cell damage is 
equally important but is less of an emer- 
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gency than in the patient being studied 
for coronary artery disease. The serum 
transaminase test (SGO-T) is now wide- 
ly used and is of value, we believe, in the 
study of patients for cardiac or hepatic 
pathology. 

The enzyme glutamic oxalacetic trans- 
aminase is present at a relatively con- 
stant level in the serum of humans and 
animals, the enzyme being found in con- 
centrated amounts in the myocardium, 
muscle, brain, liver, kidney, testis and 
lung.' Diseases of these organs effect 
the release of increased amounts of 
transaminase into the circulation, and 
the enzyme level in the serum can be 
measured as one index of pathology in 
these organs. 

The term “transaminase” refers to the 
property of the enzyme glutamic oxala- 
cetic transaminase (GO-T) to promote 
a transfer of the ammonia radicle (NH:) 
in the following chemical reaction: as- 
partic acid plus alpha ketoglutaric acid 
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in the presence of GO-T yields oxala- 
cetic acid and glutamic acid. The oxala- 
cetic acid formed decomposes to pyruvic 
acid. In the test procedure a dye dinitro- 
phenylhydrazine is added and in the 
presence of sodium hydroxide this com- 
pound turns an intense brown which 
may be measured by spectrophotometer 
or colorimeter. The values are expressed 
in units: one unit represents the forma- 
tion of chromogenic material equivalent 
to 1 gamma pyruvate. The normal trans- 
aminase level is below 40 units, a value 
to 40-50 units is considered a borderline 
result, and a value of above 50 units is 
considered an abnormal increase, as re- 
ported by LaDue et al.” 

It is important in a diagnostic labora- 
tory to evaluate the results of such a 
critical test as the transaminase study, 
and to make comparisons with the re- 
sults of others cited in the literature. 
This study was begun originally in prep- 
aration for a Schumpert Sanitarium 
Clinico-Fathological Conference at which 
the importance of the test was empha- 
sized, and the clinician (JWW) pointed 
out the need for a study of our own 
cases. Therefore, we have examined the 
records of 111 patients on whom one or 
more transaminase tests were done in a 
recent thirteen months period, January 
1958 through January 1959. The pur- 
pose of this material is to present a 
brief analysis of the clinical conditions 
of this group of 111 patients in corre- 
lation with the transaminase study. 


Materials, Results and Discussion 

The 111 patients studied for a period 
of thirteen months were selected simply 
on the basis of having had a transami- 
nase study performed in the laboratory 
of this hospital, and having been an in- 
dwelling patient. Outpatients were ex- 
cluded. The patients had been studied 
for either cardiac or hepatic pathology; 
hospital records were assayed by both 
of us, and the cases were grouped into 
the following categories. 
Group I. Patients Studied for Heart 
Disease—Transaminase Level Above 50 


Units, Clinical Course and Electrocardio- 
gram Diagnostic of Myocardial Infarc- 
tion.—24 Patients. 

The transaminase values in these 24 

patients ranged from 50 to 550 units. 
All had electrocardiographic tracings 
read as diagnostic of myocardial infarc- 
tion. The enzyme tests were run from 
on the first day of clinical illness to as 
late as the seventh day of illness. In 4 
cases two or more studies for transami- 
nase reached a level above 50 units after 
an original normal (less than 40 units) 
or border-line value (from 40-50 units). 
In the other 20 patients the test was 
above 50 units on the first examination. 
Prognosis for survival, in our experience, 
was not indicated by the degree of ele- 
vation. 
Discussion: Four of the 24 patients of 
Group I were admitted with clinical im- 
pressions other than myocardial infarc- 
tion, and included were diagnoses of cor- 
onary insufficiency (3) and congestive 
heart failure secondary to hypertension 
(1). The transaminase test in these 4 
patients was of value in establishing the 
presence of myocardial infarction. The 
problem is illustrated by the following 
case: 

WF, age 76, admitted October 8, 1958, for 
acute congestive heart failure attributed to hy- 
pertension. On the day of admission, the serum 
transaminase level was 45 units, and the elec- 
trocardiogram was suggestive, but not diagnos- 
tic of infarction. Subsequent daily tests re- 
vealed levels of 260,130 and 70 units. The diag- 
nosis of myocardial infarction was confirmed 
by electrocardiogram on the second day of hos- 
pitalization, at which time a serum transaminase 
level was 260 units. 

In the other 20 patients of Group I, 
the clinical and electrocardiographic di- 
agnosis of infarction was correlated with 
elevated serum transaminase levels. 
Group II. Patients Studied for Heart 
Disease—Transaminase level less than 
40 units.—47 patients. 

This group was constituted largely of 
patients who had a final diagnosis of 
coronary insufficiency due to arterio- 
sclerosis, but many other interesting con- 
ditions were observed. The transami- 
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nase values ranged from 6 to 35 units, 
and diagnoses are shown in Table 1. 


TABLE 1 
GROUP II—DIAGNOSES 








Coronary Artery Insufficiency Due to 
IN PUGTIOSCIOR GSI ooo oon coho dans Bond Redexesnceesaena 25 
Arteriosclerotic Heart Disease with 


Congestive Heart Fauure: .........-......-.......-2.... 3 
Hypertensive Cardiovascular Disease 

with Congestive Heart Failure _.................... 3 
Idiopathic Pericarditis ......... enn aL Sie ih ETE 2 
GO RVICAIy Or NUS Fok ear 3 
Duodenal or Gastric Wleer =.......2:..22222:---2 cee 5 
GaSUrO=CILGIIUES= 226 ecse oi A ee 4 
OOS BSN N cP ae Bs ed 2 








Discussion: In reference to these 47 
patients*of Group II, the clinical find- 
ings were similar to, and often identical 
to, those patients in Group I who had 
confirmed diagnoses of myocardial in- 
farction. In 20 of the 47 patients of 
Group II, the admitting impression was 
myocardial infarction, and in another 16 
patients, the admitting impression was 
coronary insufficiency. Of the 20 pa- 
tients with a clinical impression of myo- 
cardial infarction, 13 had abnormal elec- 
trocardiograms of a type that created 
confusion as to the diagnosis of infarc- 
tion of the myocardium. In 10 of these 
there were “T’’ wave alterations, minor 
“ST” segment changes, or residual evi- 
dence for previous infarction; in 2, bundle 
branch block was present, and in 1 a 
supraventricular tachycardia was present. 
The problem is illustrated by the follow- 
ing case: 

WF, age 49, admitted January 7, 1959, with 

chest pain of several hours’ duration. An electro- 
cardiogram showed left bundle branch block, 
and the transaminase level on the second hos- 
pital day was 12 units. A diagnosis of coronary 
insufficiency was later substantiated when the 
electrocardiogram reverted to a pattern of “lat- 
eral ischemia’’. 
Group III. Patients Studied for Heart 
Disease—Transaminase level 50 units or 
greater, but not confirmed as myocardial 
infarction.—8 patients. 

These 8 patients had transaminase 
values of 50, 52, 53, 61, 83, 94, 104 and 
122 units. All were suspected of having 
myocardial infarction. Six patients were 
signed out as coronary insufficiency due 
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to arteriosclerosis, one as_ pericarditis 
with myocardial ischemia, and one had a 
duodenal ulcer, but his electrocardiogram 
revealed a complete AV block. All 8 pa- 
tients had electrocardiographic abnor- 
malities, but the changes were not con- 
clusive of myocardial infarction.  . 
Discussion: In reviewing the records 
of the 8 cases of Group III, in retro- 
spect it is probable that, in these pa- 
tients, some degree of myocardial infarc- 
tion may have occurred. All of the 8 
had_ electrocardiographic abnormalities 
that were borderline or equivocal, and it 
is likely that if the electrocardiographic 
changes had been more definite, the pa- 
tients would have been signed out as 
myocardial infarction. The following 
case is illustrative: 

WM, age 48, admitted September 5, 1958, 

following acute onset of chest pain, relieved 
somewhat by nitroglycerin. On the first, sec- 
and, third and fourth hospital days, the trans- 
aminase levels were 50, 61, 40 and 26 units.- 
The electrocardiogram revealed minor degrees 
of ST segment depression in chest leads, and 
questionable ST segment elevation in leads II, 
III and AVF. Also, there were signs of old 
posterior infarction. The patient was signed 
out as coronary insufficiency. , 
Group IV. Patients Studied for Heart 
Disease—Transaminase levels less than 
40 units, but diagnosed as myocardial 
infarction.—5 patients 

This important group of 5 patients 
had electrocardiographic changes diag- 
nostic of myocardial infarction and re- 
vealed transaminase levels within a 
range of normal, as in Table 2. 


TABLE 2 
GROUP IV—TRANSAMINASE LEVELS _ 











Race/Sex/Age Transaminase/Units Time of Test/Days 
1. WM, 54 34 u. 2nd day 
2. WM, 63 38 u. 2nd day 
3. WF, 60 35 u. lst day 
4. WF, 72 14 u. lst day 
5. WM, 37 15 u. 2nd day 











Discussion: In studying the records of 
the 5 patients from Group IV, it was 
found that, in one, a single test was per- 
formed less than twelve hours after the 
clinical onset of the coronary occlusion. 
LaDue et al.2 and Agress* have shown 
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that the level might not be expected to 
be abnormal at this time. The earliest 
rise after clinical infarction is gener- 
. ally at about twelve hours, with an aver- 
age peak at about twenty-four hours. 
“Some authors have found elevations oc- 
curring as early as two hours or as 
late as ninety-six hours after infarction. 
Return to normal has varied between two 
and eight days,” as stated by Agress.* In 
2 patients of Group IV, the transaminase 
- level was actually obtained prior to the 
clinical onset of coronary occlusion, al- 
though the patients were in the hospital 
being treated for coronary insufficiency. 
In the other 2 patients of Group IV, the 
transaminase level was normal, but there 
was good clinical and/or electrocardio- 


graphic evidence that myocardial infarc-’ 


tion had occurred. In both of these pa- 
tients, the transaminase test was _ per- 
formed on the second hospital day, at 
which one would expect significant ele- 
vation; therefore, these 2 patients ap- 
pear to represent false negatives, al- 
though serial studies were not done. In 
all 5 patients of Group IV, only one 
transaminase level was determined. The 
following illustrates a presumptive false 
negative: 

WF, age 72, admitted December 29, 1958, aft- 
er suffering severe substernal pain for six hours’ 
duration. Serial electrocardiograms suggested 
posterior infarction. A transaminase level test 
performed thirty hours after the onset of chest 
pain revealed a level of 14 units. The patient 
was managed as coronary occlusion and recov- 
ered. 

Group V. Patients Studied for Heart 
Disease—Transaminase level below 40 
49 units.—3 patients 

These patients were as follows: 

1. WF, 83 years. Diagnosed as cerebral 
thrombosis, arteriosclerotic heart disease with 
congestive heart failure. Transaminase 44 units, 
test run on third day of clinical illness. 

2. WM, 59 years, auricular fibrillation with 
subendocardial ischemia. Transaminase 45 units, 
test run on second day of clinical illness. 

3. WM, 54 years. Dissecting aneurysm of 
aorta. Transaminase 40 units, test run on third 
day of clinical illness. 


Discussion: In the 3 patients of Group 
V, these borderline elevations are not un- 
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expected in patients with cerebral throm- 
bosis and brain damage, or in patients 
in whom centrallobular hepatic necrosis 
may have occurred due to chronic pas- 
sive congestion of the liver. 


Group VI. Patients Studied for Liver 
Disease. Transaminase level below 40 
units.—11 patients 

These patients constituted a group in 
which the test was used as an aid in 
ruling out hepatitis. Final diagnoses at 
time of discharge are given in Table 3. 


TABLE 3 
DIAGNOSES 
__Patients Studied for Liver Disease 


Gastroenteritis 





ee eee er eee eaters 2 
WAOROM DEINE selene ee ee vee eae inal 
CRU CED ES 5 1 i ANB On ie re eR ag 2 


Pseudomucinous Cystadenoma of Ovary .. 1 
Undiagnosed abdominal pain 
Acute cholecystitis 
Schizophrenia, Nausea ......................--..---- 1 
Hydrops of gall bladder 





Discussion: In review of the records 
of the 11 patients of Group VI there was 
no other laboratory evidence of hepatic 
disorder. The transaminase test gave a 
good negative correlation with clinical and 
other laboratory data. 


Group VII. Patients Studied for Liver 
Disease — Transaminase level above 50 
units—13 patients (Table 4) 

Discussion: In the 13 patients of Group 
VII we found the most striking eleva- 
tions of the transaminase levels. Where 











TABLE 4 

Diagnosis Number Transaminase/Units 
Viral Hepatitis 5 95,180, 195, 650, 1410 
Biliary Atresia 2 415, 450 
Hodgkin’s Disease 

With Liver 

Involvement 1 12 
Carcinoma of Urinary 

Bladder, Jaundiced 1 120 


Congenital Spherocy- 

tosis, Anemia, 

Hepatomegaly 1 66 
Obstruction of 

Sphincter of 


Oddi, Cause (?) 1 450 
Carcinoma of Head 

of Pancreas i 220 
Undiagnosed 

Abdominal Pain 1 55 
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adequate information was available, there 
was good correlation between the trans- 
aminase test and other liver function 
tests. It was noted that the transami- 
nase test was valuable to establish an 
early diagnosis of viral hepatitis. It 
has been shown by others that the serum 
transaminase test is valuable in detect- 
ing subclinical cases of hepatitis and 
may be elevated one to four weeks prior 
to other manifestations.’ 


Summary 


In analysis of the clinical records 
of 111 patients from Schumpert Sani- 
tarium, who had serum transaminase 
tests performed during 1958 or Janu- 
ary 1959, it has been shown that the 
test is of value in the study of patients 
with coronary symptomatology; especi- 
ally in those patients with a clinical pic- 
ture compatible with myocardial infarc- 
tion, but who have equivocal electrocar- 
diographic tracings. In these patients, 
serum transaminase values above 50 units 
aided in making the diagnosis of myo- 
cardial infarction, and values below 40 
units were helpful in ruling out infarc- 
tion when confusing clinical electrocar- 
diograms were present. Likewise, in pa- 
tients suspected of having hepatic dis- 
ease, high serum transaminase values 
were helpful in establishing the diagno- 
sis, and normal levels aided in excluding 
hepatic pathology. 
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Discussion 


Dr. W. R. Akenhead (New Orleans): We 
should like to begin by commending Drs. Hand 
and Wilson on their excellent study. It is re- 
freshing to see the pathologist and clinician col- 
laborating in an effort to evaluate a procedure 
which seems to be another valuable adjunct to 
clinical medicine. 
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I believe that we may as well get used to 
evaluating these types of tests because as we 
become more intimate with cellular chemistry 
and reach for the molecular level in medicine 
there will be more and more procedures of this 
variety. Two weeks ago in Chicago at the meet- 
ing of the American College of Physicians, Dr. 
Wroblewski mentioned about 16 enzyme levels 
that were being studied in liver disease. 

There is little to add to Dr. Hand’s presenta- 
tion except to say the same thing in different 
words and perhaps to emphasize a point or two. 

Twenty-nine of Dr. Hand’s patients were di- 
agnosed as myocardial infarction; of these, 24 
had significant elevation of the SGOT. In the 
five with negative tests only one determination 
on each patient was done and in two of these 
the specimen was taken too early—actually prior 
to the infarction. In one of the other three the 
clinical evidence for infarction was presumptive, 
leaving actually only two false negatives out of 
the total of 26. This compares favorably with 
the large collected series tabulated by Clarence 
Agress: out of over 1200 cases of clinical myo- 
cardial infarction the SGOT was elevated in 
96.6 per cent. It may be that correlation in Dr. 
Hand’s group would have been even better had 
serial determinations been done. It might be 
added that of the reported autopsied cases of 
myocardial infarction in which transaminase 
studies had been done, only one of the 63 cases 
showing infarction at postmortem had had a 
negative SGOT. 


It would therefore seem fair to say that if a 
suspected myocardial infarction has negative 
seria] transaminase studies, the odds are 62 to 
1 that he doesn’t have it. 

If the test is positive one may feel 97 per cent 
sure that infarction is present if other causes of 
SGOT elevation can be eliminated. The list of 
other situations that may cause elevation of the 
transaminase level is long, and includes: myo- 
carditis, severe pericarditis, hemolytic crisis, lu- 
pus, gangrene, muscle injury, muscular dystro- 
phy, central nervous system disease, and after 
certain drugs, notably aspirin and codeine. Al- 
though this list is long, the difficulties in clini- 
cal differentiation from myocardial infarction 
in most instances are not too great; and again 
in most instances, in these situations, with the 
exception of muscle and liver disease, the eleva- 
tion in transaminase is not very high. 


There seems no doubt that SGOT determina- 
tions are of value in liver disease; however the 
experience of most would indicate that the Glu- 
tamine Pyuric Transaminase or SGPT is a more 
sensitive indicator of acute hepatocellular dis- 
ease, and the combined determination of SGOT, 
SPGT and the alkaline phosphatase probably 
gives a better profile in delineating liver disease. 
Alkaline phosphatase is elevated in extrahepatic 
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obstruction, the SGPT in hepatocellular disease. ting the numbers in the machine on one end and 
When elevation of SGOT is greater than that reading the diagnosis on the other end. Unfor- 
of SGPT, it usually means that the liver dis- tunately it is not this easy. These tests are not 
order is of more chronic nature, such as cir- ends unto themselves, they are still adjuncts 
rhosis. and it is still necessary to think. 


All of this sounds wonderful, almost like put- 


A> 


Louisiana State Medical Society 


Let it not be forgotten that one of the principal objects of the Society is the 
advancement of State Medicine. Although its interests concern the public at large, 
and our profession only as members of the general public, still medical men must 
take the lead and most of the labor in advocating its claims, and on them rests the 
responsibility. It is our business then, to look after the improvement of medical 
education and of public hygiene; but how can this be done to any good effect 
without organization? 

Again, the protection of the public from the dangers of quackery is properly 
regarded as a matter of particular interest to physicians. We consider it a great 
mistake to suppose that this evil is to be met with by prohibitory laws. Quackery 
may be outlawed, like gambling and prostitution; and, while the two latter may be 
driven into secret places and rendered disreputable, the first will only flourish openly, 
for respectable people will continue to patronize it. For its exposure and discourage- 
ment the British plan is the most effectual, and the only proper one for English- 
speaking people. It consists in separating properly qualified medical men into a 
distinct class, so that the public may be able to distinguish between them and pre- 
tenders; then the public are left free to choose between them. The plan is carried 
out by the organization of local branches of one grand body, styled the British 
Medical Association, and the publication of a register, which contains the names 
of all qualified practitioners, with a description of their credentials, and open to 
public inspection. 


Editorial: New Orleans M. & S. J. 7:327 (February) 1880. 
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Surgical Diagnosis of the Acute Abdomen’ 


@ The differential diagnosis of the acute abdomen is often difficult, 
but the decision as to whether or not to operate requires even more 


judgment. The author gives a panoramic review of pertinent points. 


HE surgical diagnosis of the acute 

abdomen challenges the clinical acu- 
men of the most experienced physician, 
who becomes increasingly impressed with 
the superiority of hindsight versus fore- 
sight as experience increases. 

The complaint of abdominal pain may 
be generalized as in peritonitis or may 
be sharply localized as in appendicitis. 
It may remain fixed at its point of ori- 
gin as in ectopic pregnancy or it may 
radiate as in kidney or gallstone colic. 
Its intensity may be mild as in nonrup- 
tured peptic ulcer or excruciating as in 
ruptured peptic ulcer. Its character may 
be dull as in a splenic hematoma or it 
may be stabbing as in a moving kidney 
stone. It may be regularly recurrent as 
in the colicky pain of intestinal obstruc- 
tion or unpredictably intermittent as in 
a slowly dissecting aneurysm. Its dura- 
tion may be transitory as in ovulatory 
pain or it may be persistent as in stran- 
gulated intestinal obstruction. In addi- 
tion to all of this, a host of significant 
digestive, urinary, gynecoid, respiratory, 
or circulatory manifestations may exist, 
or there may be a complete lack of asso- 
ciated subjective, objective, or laboratory 
clues. 

The differential diagnosis of abdomi- 
nal pain (Table 1) is often exceedingly 
difficult especially in the early stages 
when differentiating manifestations may 
be few in number. In a general way, we 
may say that pain is the early reaction to 
nonmalignant pathology, mostly infec- 
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tion; whereas mass or disturbance of 
normal physiological process is more in- 
dicative of malignancy. 


Importance of Physical Examination 
and History 

There are certain conditions such as 
acute pancreatitis, in which the clini- 
cal diagnosis is frequently missed _be- 
cause the possibility is not considered. 
Ferhaps in no other field is it more im- 
portant to take a careful and accurate 
history of the events preceding the on- 
set of the disease than in the diagno- 
sis of the acute surgical abdomen. The 
sequence of symptoms is much more 
important than the individual symp- 
toms. The story of pre-existing attacks 
and the character of these attacks are 
often sufficient to distinguish between 
an acute cholecystitis and a slowly per- 
forating ulcer of the duodenum; whereas 
the absence of previous attacks is more 
likely to suggest appendicitis. 


It is also very important to weigh the 
present symptoms in relation to the 
elapsed time since the onset of the dis- 
ease, because in any acute surgical prob- 
lem involving the gallbladder, the duo- 
denum, or pancreas the secondary signs 
and symptoms of the disease may strong- 
ly suggest intestinal obstruction owing 
to the secondary ileus which attends 
these conditions. 

The posture assumed by the patient is 
very significant at times. The patient 
with a perforated ulcer remains very 
quiet and is reluctant to change positions. 
On the other hand the patient with intes- 
tinal obstruction or ureteral colic finds 
it difficult to remain in one _ position. 


167 








SURGICAL DIAGNOSIS OF THE ACUTE ABDOMEN—WALKER 


The patient with acute pancreatitis is 
reluctant to lie on his back and will 
fold the arms over the epigastric region 
and exert some pressure over this area. 
' In palpating the abdomen, it is wise 
to start the examination as far from 
the site of suspected involvement as pos- 
sible and as gently as possible. Finally, 
the examiner should pinpoint localized 
tenderness by single digital pressure in 
the various segments of the abdomen. 
Qne should not neglect examination of 
the flanks for evidence of tenderness, 
edema or ecchymosis. In the aged it is 
particularly important to examine all 
areas where external hernias may ap- 
pear. No examination of the abdomen 
in a patient suspected of having an 
acute surgical condition is complete un- 
til a rectal examination has been done 
and until a pelvic appraisal has been 
made in the female. 

If one may generalize with respect to 
age one may say that in the very young 
an acute surgical condition of the abdo- 
men will usually be due to acute appendi- 
citis; in the middle aged group acute 
cholecystitis, perforated peptic ulcer, and 
acute pancreatitis will be the most com- 
mon offenders; while in the aged, diver- 
ticulitis, malignant obstruction of the 
colon and, more rarely, mesenteric throm- 
bosis will be more common. 


Operation 


It is very important to realize that it 
is much more essential to make the cor- 
rect decision as to whether or not to 
operate than it is to make the correct 
diagnosis. It is obvious that the surgeon 
might make the correct diagnosis but 
make the wrong decision as to indica- 
tions for operation; such an error might 
be very harmful or even fatal. Even if 
a correct diagnosis is made and a surgi- 
cal indication exists an operation may 
not be the wise choice when a total eval- 
uation of the patient is made. Whatever 
the circumstances the surgeon assumes 
grave responsibility when he commits 
himself to a diagnosis of the cause of 
abdominal pain. On the basis of evi- 
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dence that often is incomplete, inconclu- 
sive and incapable of proof under exist- 
ing conditions, an operation may seem 
indicated as in a case of purported ap- 
pendicitis; on the other hand the policy 
of “‘watchful waiting’ may seem better 
advised, in acute cholecystitis in an 
obese hypertensive female of middle age. 
Finally, in some cases, it may be the 
better part of wisdom to actively oppose 
operation when clinical evidence indicates 
that abdominal pain may be referred 
pain or a manifestation of angina pec- 
toris or coronary disease. Certainly, 
the conscientious physician should never 
gloss over the complaint of ‘“bellyache”’ 
but should make every attempt to ascer- 
tain what the proper course should be 
before retiring for the night or starting 
on his daily round of golf. 


Diagnostic Evaluation of Acute 
Abdominal Pain 


In order to properly evaluate abdomi- 
nal pain one must consider the following 
factors: 


1. The time sequence—History of on- 
set and later development. 

Examples: The 8-hour interval from 
epigastric or vague abdominal distress 
to localized pain in the right lower 
quadrant in appendicitis; 

Pain before and after meals in ulcer 
disease ; 

Upper abdominal discomfort of gall- 
bladder disease; 

Note: By history of onset one likes 
to know whether pain was the original 
symptom, exact point of origin, radia- 
tion, constant or intermittent, and very 
important is the presence of associ- 
ated symptoms. 


2. The location sequence 

Examples: Appendicitis — epigastric 
to right lower quadrant. 

Gallbladder — Right upper quadrant 
to tip of right shoulder blade or across 
upper abdomen. 

Kidney pain—starting at costoverte- 
bral angle and referred to the external 
genitalia. 
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Note: It is very important to know 
if pain is segmental in distribution and 
if tenderness is associated in the same 
area, for example, Herpes Zoster, where 
we have involvement of peripheral 
nerve contrary to the referred pain 
down the left arm without tenderness 
in coronary thrombosis. If pain and 
tenderness co-exist and are not seg- 
mental in distribution but rather fol- 
low the anatomic limits of the under- 
lying cavity then inflammation of the 
underlying cavity is the more likely 
diagnosis. By paravertebral injection 
of three consecutive nerves, that por- 
tion of the abdominal wall can be de- 
sensitized and any remaining tender- 
ness will be in the abdominal cavity. 


3. The character of the pain—colicky, 


burning, stabbing, distending and effect 
of motion. 


Examples: Sharp stabbing pain, 
high in the abdomen, suggests basal 
pleurisy; elsewhere it may mean a 
stone on the move. 

Burning type pain in the upper ab- 
domen frequently means ulcer disease. 
Severe excruciating pain, especially 
that associated with rigidity, suggests 
perforated ulcer. 

Colicky pain suggests dysfunction of 
a hollow viscus and is produced by 
some degree of obstruction. If fol- 
lowed by vague but shocking pain with 
distention, it may mean a dissecting 
aneurysm or mesenteric thrombosis. 

TABLE 1 
DIFFERENTIAL DIAGNOSIS OF THE ACUTE ABDOMEN 








Consideration should be given mainly to the 


following: 

1. Acute appendicitis 6. Diverticulitis 

2. Acute cholecystitis 7. Volvulus 

3. Perforated peptic 8. Intussusception 
ulcer 

4. Acute pancreatitis 9. Mesenteric 

Thrombosis 

5. Intestinal 10. Miscellaneous 

obstruction 





Diagnosis of Appendicitis 
So-called classical triad: 
1. Pain 
2. Nausea and vomiting 
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3. Tenderness and rigidity usually 
associated with fever and leukocytosis 
Typical case: 

1. Abdominal Pain —epigastric at 
first and umbilical; may be diffuse— 
right sided, left sided, testicle, shoul- 
der and clavicle: usually localized in 
four to six hours. Cessation of pain is 
last call to operate. 

2. Nausea and Vomiting—more fre- 
quent in children and those prone to 
digestive upsets. 

3. Temperature—rarely over 101°F. 

4. Pulse rate — Steadily rising rate 
is.important; if over 110, suggestive of 
perforation. 

5. Leucocytosis—Variable 

6. Constipation—in 50 per cent of 
cases 

7. Diarrhea—Confusing signs in all 
the age groups; ominous in the aged. 

8. Appearance — At beginning not 
acutely ill, lies quietly, right leg flexed, 
facies unchanged. ; 

9. Inspection of Abdomen—Nothing 

10. Palpation — (a) Point of maxi- 
mum tenderness if appendix is in con- 
tact with parietes. If low in pelvis, 
may get none even though’ on point of 
rupture; (b) Cutaneous hypersensitive- 
ness (c) Rigidity—always a late sign; 
(d) Rovsing’s sign. 

Obstructive type: 

Picture is more suggestive of intes- 
tinal obstruction than of acute appen- 
dicitis. Constitutional reaction—slight 
tenderness and rigidity may never be 
demonstrable. 

In Aged Adults: 

Previous digestive distress 

Sudden attack of abdominal pain, 
usually localizing after a time. 

Always vaguer 

Nausea and vomiting 

Physical signs—vague 
These are some of the unusual and not 


altogether uncommon situations that com- 
plicate the diagnosis of appendicitis: 


1. The gastroenteritis with diarrhea 
that masks acute appendicitis. 
2. Variations in the normal anatom- 
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ical location of the appendix such as 
pelvic, retrocecal, lateral cecal, high 
lying positions and left-sided appendi- 
citis in malrotations. 

3. Hydronephrosis due to ureteral 
stone blocking the ureter. 

4. Appendicitis occurring during an 
acute upper respiratory infection. 

Note: One usually thinks of mesen- 
teric adenitis as the probable explana- 
tion of the abdominal pain and find- 
ings. It has come to our attention that 
abdominal symptoms presumably due 
to mesenteric adenitis may respond 
within six hours to antibiotics to the 
extent that pain and tenderness are 
completely relieved. In appendicitis 
there may be some improvement but 
not complete relief with antibiotics. It 
would be well to emphasize that there 
is no sound evidence to indicate that 
antibiotics might be used in lieu of 
surgical measures for appendicitis. 

5. Leware of missing the diagnosis 
of appendicitis in a patient already in 
the hospital for some other problem. 
This happens often enough to deserve 
emphasis. Some have suggested that 
the worst place to develop appendicitis 
is in a hospital. 

6. The patient on ulcer management 
with calcium carbonate powders is a 
good candidate for a calcium fecalith 
which may lead to appendicitis. 

7. The patient who has had a sym- 
pathectomy may not have characteris- 
tic symptoms of appendicitis or any 
other abdominal disease and in him 
the slightest suggestion of abdominal 
trouble should be carefully evaluated. 

8. The patient with severe psychiat- 
tric disease may have any of the seri- 
ous surgical conditions without pro- 
viding reliable symptoms as a guide. 


Diagnosis of Acute Pancreatitis 
Severe upper abdominal pain which 
resembles that of perforated ulcer or 
acute gallbladder disease may prove to be 
due to acute pancreatitis. Serum amylase 
determinations may be very helpful in 
the differential diagnosis and if sharply 


elevated is practically diagnostic if seen 
early in the disease. However, a false 
positive may occur in other acute abdom- 
inal diseases such as perforated ulcer, 
ulcer penetrating into the pancreas, and 
high intestinal obstruction. A point which 
may cause some confusion with intestinal 
obstruction or peritonitis is the marked 
paralytic ileus which may develop and 
be manifest on x-ray. 

Calcifications as seen on x-ray in the 
pancreas are usually the result of re- 
peated attacks of pancreatitis. Occasion- 
ally following acute pancreatitis a large 
pseudocyst may develop and cause pres- 
sure on the duodenum. 

Acute pancreatitis is more properly in 
the category of an acute nonsurgical ab- 
domen in the light of present day 
thought. 

Perforated Ulcer 

The sudden outpouring of gastroduo- 
denal contents into the abdominal cavity 
produces one of the most dramatic clini- 
cal pictures encountered in surgery. The 
signs and symptoms are so unmistakable 
that the diagnosis is seldom missed. 

Symptoms: 

1. History of previous gastrointes- 
tinal disturbance in 85 to 90 per cent 
of cases. 

2. Severe agonizing epigastric pain 
(most characteristic feature). If the 
opening is small and the leak gradual, 
there may be prodromal manifestations 
of vague epigastric distress and the 
pain may then start gradually, but this 
is unusual. In the majority of cases 
the pain is sudden in onset, reaches 
a maximum intensity immediately and 
remains constant and unremitting. The 
patient can recall exactly what he was 
doing at the time the pain struck. The 
intense pain, one of the most severe 
encountered in surgical practice, is 
thought to be the result of violent py- 
loroplasm induced by peritoneal irrita- 
tion. It is generalized over the abdo- 
men but more severe in the epigastri- 
um and right upper quadrant. Approx- 
imately 20 per cent have shoulder pain; 
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it rarely radiates through to the back. 

3. Nausea and vomiting are incon- 
stant and have no diagnostic signifi- 
cance. 

4. Severe prostration is a constant 
feature. Sweating, abdominal rigidity, 
tympany over the liver, and ultimately 
shock, complete the clinical picture. 
Pneumoperitoneum: One of the most 

reliable diagnostic procedures in acute 
perforated ulcer is roentgenographic dem- 
onstration of spontaneous pneumoperito- 
neum. 

The presence of free intraperitoneal 
air, demonstrable on x-ray in a patient 
with previous gastrointestinal disease and 
evidence of peritonitis establishes for 
practical purposes the diagnosis of rup- 
tured ulcer. (Pneumoperitoneum can be 
detected radiologically in approximately 
85 per cent of patients with perforated 
peptic ulcer; however, the visualization 
of free air merely indicates that there 
has been a perforation of a hollow viscus, 
not necessarily of the stomach or the 
duodenum. ) 

Technique of x-ray examination in per- 
forated ulcer: 

1. Fluoroscopy in upright and left 
lateral positions. 

Absence of pneumoperitoneum may oc- 
cur: 

1. When a small and quickly sealed 
perforation occurs. 

2. A short interval after the mo- 
ment of perforation. 

3. When there is no gas in the stom- 
ach and consequently no escape of air 
at the time of perforation. 


Diagnosis of Acute Gal!bladder Disease 

Acute gallbladder attacks follow a suf- 
ficiently standard pattern as to require 
no special remarks. 

Important points: Beware of the se- 
vere attack which starts out with a high 
blood count (20,000 to 30,000) because 
of the possibility of the development of 
gangrene. The development of paralytic 
ileus of appreciable magnitude or the ob- 
servation of rebound tenderness else- 
where than in the right upper quadrant 
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are warning signs for emergency sur- 
gery. 

Pancreatitis and carcinoma of the gall- 
bladder would be markedly reduced or 
eliminated if every patient with gall- 
stones had cholecystectomy done when 
free from acute cholecystitis, acute hy- 
drops, empyema, gangrene, perforations 
with peritonitis, either diffuse or local- 
ized, stones in the common duct, jaun- - 
dice, cholangitis, hepatitis, gallstone ileus, 
and biliary fistulas. Thus, the recogni- 
tion of stones in the gallbladder, in a 
patient who has no_ contraindication 
to major surgical operation, is reason 
enough for suggesting removal of the 
gallbladder. When acute cholecystitis de- 
velops in a patient with gallstones, chole- 
cystectomy done within thirty-six hours 
of its onset is as satisfactory a proce- 
dure as is appendectomy for acute appen- 
dicitis. 


Diagnosis of Acute Gynecological 
Diseases 


A number of conditions of the female 
generative tract should be taken into 
consideration in the differential diagno- 
sis of the acute abdomen. 

Examples are: Tubal pregnancy rup- 
tured, twisted ovarian cyst or tumor. 
Mittelschmerz syndrome and pelvic in- 
flammatory disease can also frequently 
cloud the issue. The female generative 
organs are subject to neoplasms which 
may undergo acute changes. Not only 
are the complications of pregnancy nu- 
merous, but variations in normal physi- 
ology may give rise to pain. (Table 2). 

True surgical emergencies are limited 
to conditions which are associated with 
progressive, severe hemorrhage. Hemor- 
rhage from abortion and placental sep- 
aration have self evident characteristics. 
On the other hand, intraperitoneal hem- 
orrhage may be difficult to discern. It 
is more important to be able to recog- 
nize the signs of this catastrophe than 
to make an exact diagnosis of its cause. 
Prompt action is indicated for a patient 
who gives a history of lower abdominal 
pain of sudden onset and rapid progres- 
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TABLE 2 
GYNECOLOGICAL CONDITIONS 








A. No evidence of pregnancy: 
1. Variants in physiologic mechanism 
(a) Ruptured follicle 
(b) Ruptured corpus luteum 
(c) Primary dysmenorrhea 
2. Inflammatory disease 
(a) Acute salpingo-oophoritis 
(b) Acute pelvic cellulitis 
(c) Ruptured tubo-ovarian abscess 
3. Neoplasms 
(a) Uterine myoma 
(b) Adnexal tumors and cysts 
4. Endometriosis 
B. Evidence of pregnancy: 
1. Abortion 
(a) Spontaneous 
(b) Induced 
2. Extra-uterine pregnancy 
3. Late placental accidents 
4. Rupture of the uterus 
5. Neoplasms 





sion, and who exhibits diffuse peritoneal 
irritation, abdominal distention of non- 
gaseous character, and signs of restless- 
ness, pallor, “pulse hurry” and _ hypo- 
tension. Occasionally, a similar clinical 
picture may be produced by a ruptured 
tubo-ovarian abscess. Fortunately the ini- 
tial treatment for ruptured tubo-ovarian 
abscess is essentially the same as that of 
hemorrhage. 


Other Conditions 


Diagnosis of Meckel’s Diverticulum 
with Perforation—Meckel’s diverticulum 
with perforation presents the picture of 
ruptured viscus with peritonitis. 


Diagnosis of Acute Intestinal Obstruc- 
tion—The diagnosis of acute intestinal 
obstruction can be made at the bedside 
on the basis of clinical history and ex- 
amination alone, as you all know, if one 
is thorough. The x-ray is of great assis- 
tance, but the diagnosis is primarily a 
clinical one. 

There is no typical symptom triad. 
Nearly all patients at some time during 
the course of an obstruction have pain, 
vomiting, distention, obstipation and ab- 
normal x-ray findings. Of these, perhaps 
distention and obstipation can be said to 
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occur most consistently, yet neither is 
diagnostic. Pain and vomiting are more 
prominent in small bowel obstructions. 
A book could be written here on intes- 
tinal obstruction but time does not per- 
mit. 

Diagnosis of Perforating Carcinoma 
of the Large Intestine—This disease is 
frequently confused with acute appendi- 
citis and presents the typical picture of 
the ruptured viscus. 


Other Obvious Causes of Abdominal Pain 
Strangulated or incarcerated hernia 
Enormous incisional hernia 
Femoral hernia 

Umbilical hernia 

. Acute diverticulitis 

“Sleepers” (Conditions that may 
simulate acute abdominal disease) 


or YON 


Of Parietal Origin: 


1. Myalgia 

2. Slipping rib 

3. Hernia — Epigastric, umbilical or 
incisional 


4. Herpes Zoster 


Of Extraabdominal Origin: 
1. Acute rheumatic fever 
2. Allergy 
3. Collagen Disease— 
Anaphylactoid purpura 
(Henoch’s, Schonlein) 
Erythema Multiforme 
Erythema Nodosum 
Lupus Erythematosus 
Periarteritis Nodosa 
4. Typhoid 
5. Trichinosis 
6. Plumbism 
7. Spider and snake bite 
8. Hemolytic anemia 
9. Sickle cell anemia 
10. Hypoglycemic crisis 
11. Meningitis 
12. Tabes dorsalis 
13. Intrathoracic Disease — 
Pleuritis 
Pneumonitis 
Pericarditis 
Coronary Thrombosis 
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14. Urinary 
Ureteral Colic 
Renal Carbuncle 
15. Psychogenic 
Malingerers 
Hysteria 
Note: Hematuria is a “red herring” 
that requires careful evaluation. The 
hasty surgeon who cannot be bothered to 
wait for the urinalysis before he operates 
will sooner or later have cause to regret 
his haste. 


Surgical Diagnosis of Acute Abdomen 
in Infants and Children 

The acute abdomen in pediatric sur- 
gery is both fascinating and demanding 
of skill. The child cries and looks anxi- 
ous but dosen’t scream, while holding 
the muscles tense to protect the rigid 
abdomen. That the child is acutely ill is 
obvious. Whether it is or is not a sur- 
gical abdomen demands an immediate 
answer. One must determine whether 
the rigidity is due to an intraperitoneal 
infection or to an infection elsewhere 
with referred pain. While the history is 
of some value, the decision rests primari- 
ly upon the general and local examina- 
tion. 

The child with early pneumonia may 
have few chest findings but a rigid 
abdomen resembling that of peritonitis. 
The yielding rigidity of the abdomen in 
case of pneumonia is different from the 
unyielding rigidity of acute peritonitis. 

Whenever one encounters a rigid abdo- 
men of uncertain etiology it is wise to 
raise the child’s head to eliminate the 
stiff neck of meningitis; to inquire about 
mumps which may be causing acute pan- 
creatitis; to consider the possibility of 
early acute diarrhea which may be in 
the tenesmus rather than in the watery 
stage; to bear in mind always that res- 
piratory infections of all kinds are no- 
torious for producing abdominal find- 
ings. No child has appendicitis or peri- 
tonitis regardless of how textbook-like 
the symptoms are until one has looked 
in the ears and throat. 


Parallel transverse ridges and fur- 
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rows across the abdomen mean intestinal 
obstruction. They will be seen occasion- 
ally in cases of severe infantile diarrhea. 
Peristalsis from left to right in an in- 
fant is not diagnostic of pyloric stenosis, 
but nearly so. 

A scaphoid abdomen with fullness only 
in the region of the stomach in a twenty- 
four to forty-eight hour infant who is 
vomiting bile is practically diagnostic of’ 
atresia of the duodenum. 

A suprapubic swelling at once makes 
the examiner suspicious of an overfilled 
bladder. A generally enlarged abdomen 
suggests Hirschsprung’s disease or por- 
tal obstruction with ascites. Enlargement 
in either upper quadrant at once sug- 
gests Wilms’s tumor or a neuroblastoma. 

Petechiae seen on the abdomen of a 
child who has abdominal pain and who 
has passed blood suggest Henoch’s pur- 
pura and not a bleeding Meckel’s diver- 
ticulum. 

The three weeks’ old child, probably: a 
boy and often a first born, who has taken 
food well and suddenly begins to vomit 
all feedings but does not vomit bile has 
pyloric stenosis. Palpation of the tumor 
clinches the diagnosis. P 

The six months’ old child who has 
never had a sick day in his life suddenly 
screams out with pain, vomits, becomes 
pale and limp. A few more similar epi- 
sodes follow, including the passage of a 
bit of blood from the rectum. Light and 
gentle palpation will discover a sausage- 
shaped mass usually in the right upper 
quadrant or in the region of the trans- 
verse colon. A rectal examination is al- 
ways in order not only to get some of 
the characteristic blood, but also to feel 
for the advancing intussusception. 

If a child has passed a large amount 
of clotted, brick-red blood, not the usual 
“currant jelly,” and has a mass in the 
abdomen, a diagnosis of bleeding Meckel’s 
diverticulum and intussusception may be 
made with some assurance. 

A newborn child has diminished reac- 
tion to pain and objective tenderness is 
below that of older children. Unless this 
is constantly borne in mind, one can 
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easily underestimate the importance of 
abdominal palpatory findings. The two 
or three day old child with atresia of the 
bowel has distention of the abdomen but 
only whimpers when its abdomen is 
touched. Even the infant with volvulus 
of the small intestine as part of the syn- 
drome of malrotation of the bowel will 
not have the rigid abdomen one sees in 
an older child with strangulation ob- 
struction. 


- Meconium ileus can be differentiated 
from atresia of the bowel by inspection 
and palpation. In case of meconium 
ileus the abdomen is distended at birth— 
not true in atresia of the bowel. Instead 
of the abdomen being tympanitic, it is 
rather firm and has a doughy feel. One 
usually can feel soggy masses in the ab- 
domen; the masses are long, ropy pieces 
of inspissated mucoid meconium filling 
the lumen of the ileum. 


Acute appendicitis in‘ an infant below 
one year of age is rare and a correct 
diagnosis is an accident. Correct differ- 
entiation of acute appendicitis from an 
inflamed Meckel’s diverticulum or mesen- 
teric lymphadenitis is largely a matter 
of luck. 

The one single symptom or sign most 
valuable, I believe, is localized tender- 
ness. If it persists and if one can re- 
peatedly return to this confined area of 
tenderness, operation is indicated. 


The Roentgen Diagnosis of Acute 
Abdominal Conditions 
X-ray is helpful in the following: 
1. Acute intestinal obstruction 
(a) Mechanical 
(b) Paralytic Ileus 
Perforated ulcer or other viscus 
Volvulus 
Foreign bodies 
Urinary and gall stone calculi 
6. Failure of visualization of gall 
bladder in acute cholecystitis. 
7. Spleen—Rupture 
8. Perinephritic abscess 
9. Level of acute occlusion of aorta 
by abdominal aortography. 


rerr 
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Summary 


In summary, diseases requiring imme- 
diate operation are as follows: 


I. Diseases of gradual onset and mild 
initial symptoms: 
1. Acute appendicitis 
2. Acute intestinal obstruction 
3. External incarcerated and stran- 
gulated hernia 
4. Unruptured ectopic pregnancy 
5. Perforating lesions of the colon 
6. Rupture of the gallbladder 
7. Mesenteric venous occlusion 
8. Perforated carcinoma of the 
stomach 


II. Diseases of sudden onset and maxi- 
mal manifestations: 
1. Ruptured and leaking peptic ulcer 
(Formes Frustes perforation) 
2. Ruptured ectopic pregnancy 
3. Acute appendicitis 
4. Spontaneous perforation of: An 
intra-abdominal viscus such as sigmoid 
(ca), stomach, spleen, Meckel’s, gall 
bladder. 
5. Mesenteric vascular occlusion 
6. Twisted pedicle or intra-abdomin- 
al tumor 
7. Rupture of an_ intra-abdominal 
abscess 
8. Spontaneous intra-abdominal hem- 
orrhage (abdominal apoplexy) 
Diseases for which operation can be 
delayed. 


I. Diseases of gradual onset and mild 
manifestations : 

1. Acute cholecystitis 

2. Acute diverticulitis 

3. Acute salpingitis 

4. Inflammatory masses 

5. Intractable obstructing duodenal 

ulcer 

6. Epigastric hernia 

7. Regional enteritis 

8. Ileocecal tuberculosis 


II. Diseases of sudden onset and maxi- 
mal initial manifestations: 

1. Biliary colic 

2. Chronic recurring pancreatitis; 
pancreatic calculi 
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Diseases with abdominal manifesta- 
tions, but in which operation is contra- 
indicated or harmful: 


I. Diseases of gradual onset and mini- 
mal initial manifestations: 

1. Acute respiratory infections 
Acute enteritis 
Mesenteric lymphadenitis 
Ovulation 
Rheumatic fever 


ofp PP 


Hepatomegaly 


7. Spontaneous hemorrhage into rec- 
tus abdominis muscle 


8. Diabetes mellitus 

9. Malaria 

10. Sickle cell anemia 
11. Lead poisoning 

12. Spider bite 

18. Acute porphyria 
14. Periarteritis Nodosa 


II. Diseases of sudden onset and maxi- 
mal initial manifestations: 


1. Acute pancreatitis 

2. Urologic causes of abdominal 
pain 

3. Coronary Occlusion 

4. Dissecting aneurysm of the aorta 

5. Abdominal pain with spontane- 
ous pneumothorax 

6. Abdominal pain with Herpes Zos- 
ter 

7. Gastric crisis of tabes dorsalis 


NOTE: No claims are made for origi- 
nality in the above paper. Material was 
freely drawn from standard textbooks, 
such as Handbook of Differential Diagno- 
sis by Hyman; Claude Welch’s Handbook 
of Operative Surgery; the Differential 
diagnosis of Abdominal Pain by Mellin- 
koff; Acute Abdominal Pain by Requarth; 
Surgical Clinics and other standard refer- 
ences. 





Historical Notes 


We do not believe that yellow fever is contagious, communicated from body to 
body—but that the cause, whatever it may be, spreads through the atmosphere, and 
that a certain amount of the poison in this medium is necessary for its manifestation. 
That its spread is not by diffusion, otherwise it would grow less and less in intensity; 
but that it is capable of multiplying in some way, as yet unknown to us, thereby in- 
creasing the intensity of its infection. That this atmospheric infection-tendency while 
greatly due to, is not wholly dependent upon heat and moisture, but that the presence 
of decomposing organic material and the gases arising therefrom enter largely as a 
factor, if not in its production, at least in its spread; and that cleanliness of person 
and surroundings will go far towards preventing its spread, if not securing its entire 
eradication. 


Report of Committee, Public Health Association: New Orleans M. & S. J. 7:605 
(December) 1879. 
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Vaginal Fungi During Pregnancy’ 


@ Vaginal fungi have increased in incidence. In 232 pregnant women, 
cultures were positive in 116, of which 99 were Candida albicans. 


HERE is little doubt that the incidence 

of fungal infections of the vagina are 
increasing. Initially this was attributed 
entirely to the widespread use of potent 
antibacterial agents which removed com- 
peting bacteria; however, in addition sub- 
sequent studies have shown that broad 
spectrum antibiotics directly enhance the 
virulence of monilia for animals.' The 
usual yeast causing vaginitis is Candida 
albicans—a ubiquitous agent that fre- 
qently causes only minor disease such as 
thrush and intertrigo but under some 
conditions may cause major illnesses 
(pneumonitis, endocarditis and meningi- 
tis). This agent may also be part of the 
normal flora of the skin and mucous 
membranes. Diabetes mellitus, alcohol- 
ism, obesity, vascular stasis and profuse 
sweating are listed as predisposing fac- 
tors.” 

To the obstetrician and gynecologist 
this much neglected organism has sud- 
denly become more important due to the 
increasing incidence of severe pruritis 
and discharge from vaginal candidiasis. 
This agent is more frequent in pregnancy 
and more difficult to eradicate because 
of the increased glycogen content of the 
vaginal epithelium as well as its increased 
vascularity and the occurrence of glyco- 
suria. In the pregnant as well as the 
nonpregnant patient monilial vaginitis is 
now more frequent than that due to 
Trichomonas vaginalis.*: + 





* Aided by Grants from the Tulane Ex-Resi- 
dents and Fellows Research Fund. 

Medium and technical assistance supplied by 
the Research Laboratories of E. R. Squibb & 


Sons, Division of Olin Mathieson Chemical Cor- 
poration. 
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PHILIP J. KRUPP, M.D. 
M. J. ST. ROMAIN, M. D. 


New Orleans 


Materials and Methods 


This study was begun to determine 
the incidence of pathogenic fungi in the 
vaginal tract during pregnancy. Cul- 
tures were taken from the posterior for- 
nix of the vagina of 232 pregnant pa- 
tients. Nineteen were nonclinic white pa- 
tients and the remainder were those col- 
ored patients reporting to the Tulane Pre- 
natal Clinic. For this purpose Pagano- 
Levin culture medium* was used as 
a screening agent. This is essentially 
Sabouraud’s media with neomycin added 
to inhibit bacterial growth plus a tetra- 
zolium compound as an indicator. Tetra- 
zolium compounds are reduced to colored 
formazans by the different fungi of the 
genus Candida. Also the intensity of this 
color change varies with the different 
species of this genus if the time factor 
remains constant. In Candida albicans 
this reaction is quite limited, rendering 
the colony a moist, glistening white or 
pale pink. Other members of this genus 
reduce the tetrazolium to a greater de- 
gree, coloring their colonies from dark 
pink to red with the exception of C. 
krusei. This organism, however, differs 
grossly from the glistening, moist, raised 
colonies of C. albicans, since its colonies 
are flat, dry and wrinkled. The medium 
is supplied on a slant with two sterile 
applicators and color chart. It should 
be read in forty-eight hours since the 
color may become more intense with the 
increasing reduction of tetrazolium over 
a longer period of time. 


Accordingly all our cultures were read 
on the second day. Those not definitely 
C. albicans were sent to the mycologic 
laboratory for exact diagnosis. In addi- 
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tion, every tenth colony read as Candida 
albicans was confirmed by mycologic 
tests. 

Patients were also classified as to the 
complaint or lack thereof of pruritis and 
discharge. These symptoms, however, 
were most unreliable. It was soon obvi- 
ous that many patients with a profuse 
leucorrhea were blithely unaware of its 
presence or at least its pathologic signi- 
ficance. Many more patients, than those 
admitting, actually had severe leucorrhea. 


Results 


The results are summarized in Table 1. 
It is apparent from this table that fungi 


TABLE 1 
RESULTS 


Cultures from the Vagina of 232 Consecutive 
Pregnant Patients 











A. Positive Cultures NO. 
1. Candida albicans 99 
2. Candida tropicalis 4 
3. Candida stellatoidea 3 
4. Candida parakrusei 1 
5. Candida (type not determined) 2 
6. Yeast not genus Candida 7 

B. Negative Cultures 
No growth 97 

C. Contaminated Cultures 20 
Total 233* 





* There was one double infection with C. albicans and 
C. tropicalis. 
were cultured from the posterior fornix 
of 115 patients (53.4 per cent), and in 
one instance both Candida albicans and 
Candida tropicalis were isolated from the 
same specimen. Of the fungi listed Can- 
dida albicans definitely has proven to be 
pathogenic and was cultured in 42.6 per 
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cent of patients. It is also interesting 
that all patients from whom Candida 
stellatoidea was isolated complained of 
both pruritis and discharge, while none 
of the four patients from whom Candida 
tropicalis was obtained complained of 
either. 

In two instances the type of Candida 
could not be determined and seven pa- 
tients had yeasts not of the genus Can- 
dida. Considerable difficulty with fila- 
mentous fungal contaminants overgrow- 
ing the medium was apparent. This oc- 
curred in 8.6 per cent of patients and 
may have obscured pathogenic yeasts. 


Summary 


Two hundred thirty-two consecutive 
pregnant patients, both clinic and non- 
clinic, were screened with Pagano-Levin 
medium for vaginal fungi. One hundred 
and fifteen of these patients harbored 
fungi in the posterior vaginal fornix and 
in 42.6 per cent the yeast was Candida 
albicans. The medium proved to be a sim- 
ple, accurate and effective means of iso- 
lating Candida albicans from the vaginal 
tract. 
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Changing Concepts in Managing 
Peripheral Vascular Amputees 


® Choice of the level amputation deserves careful evaluation, and 
the authors make a plea for below the knee, which they believe is 
effective in most patients with peripheral vascular disease. They urge 
the necessity for training in the care of the stump and use of the 
prosthesis and give a resume of their results. 


OR many years some surgeons inter- 

ested in extremity and vascular sur- 
gery have recognized that peripheral gan- 
grene of the lower extremity could be 
adequately controlled in certain patients 
by local resection of toes or involved 
portions of the foot, or by amputation be- 
low the knee.*:4 However, twenty years 
ago it was a matter of policy, on the 
service where one of us was a house 
officer, to do a midthigh amputation on 
any patient with diabetic or arterioscler- 
otic gangrene in whom it appeared that 
removal of toes would not suffice, and 
amputations at the midthigh level are 
still being advocated in patients with 
gangrene secondary to diabetes,® or to 
arteriosclerosis.” This concept is appar- 
ently based on the premise that healing 
is more certain in such patients ampu- 
tated above the knee, and that few of 
these patients could successfully manage 
prosthetic restitution. 

Our philosophy is somewhat different. 
From our experience it appears that by 
careful selection one can restore ability 
of ambulation with a prosthesis in an ap- 
preciable number of these patients, and 
avoid major amputations in others. Al- 
though it is difficult for an elderly indi- 
vidual to learn to use a prosthesis many 
such elderly patients in a reasonable state 
of general health master prosthetic gait 
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after a unilateral below knee amputation 
or after a unilateral thigh amputation. 
The same is true after bilateral amputa- 
tions if one amputation is at the below 
knee level. It is unusual for an oldster 
to ambulate on bilateral above knee pros- 
theses. 


In the seriously ill patients with dry 
gangrene and with cardiac decompensa- 
tion or other serious medical conditions 
which appear likely to terminate fatally 
within a matter of hours or a few days, 
amputation is seldom desirable except to 
relieve pain. However, in a patient with- 
out general medical conditions which 
would prevent ambulation, who has been 
ambulatory prior to the onset of their 
illness, and who requires a major ampu- 
tation of one lower extremity, we be- 
lieve that if surgically practicable it is 
generally wise to attempt a below knee 
amputation on the first lower extremity 
to require amputation. Healing can often 
be obtained at this level in the absence 
of a popliteal pulsation and has been ob- 
tained even in the absence of a palpable 
femoral pulse. Some assistance in deter- 
mining whether healing may be possible 
at a given level may be had from the 
temperature and color of the skin, the 
location of the pain,® and the amount of 
bleeding and color of the muscles at sur- 
gery.’ In our opinion, however, there is 
no completely reliable method of being 
certain that healing will occur at any 
level, even at surgery. 
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Our choice of level for amputation be- 
low the knee in this type of patient is 
from four to five and one-half inches be- 
low the tibial plateau. Equal length flaps 
are used, careful technique is essential 
and, as at other levels, excessive soft tis- 
sue at the end of the stump is avoided.' 
It is never desirable to cover the bone 
end with a “pad” of muscle. 

Careful attention is given postopera- 
tively to prevent hip and knee contrac- 
tures, both on the amputated and unam- 
putated side. General conditioning exer- 
cises are taught, stump wrapping is be- 
gun as soon as feasible and early ambu- 
lation on crutches is encouraged. If the 
unilateral amputee cannot walk with 
crutches he will seldom, if ever, be able 
to walk with a prosthesis. It may be 
possible to fit a prosthesis as early as 
eight weeks in favorable cases. Correct 
limb prescription and expert prosthetic 
fitting are essential. Most of these old 
patients need considerable training in or- 
der to walk with the prosthesis because 
they lack the confidence which is of assis- 
tance in acquiring agility in children and 
young adults. It is well in this connec- 
tion to refrain from impossible goals of 
prosthetic achievement since these pa- 
tients will definitely not run up and 
down stairs, or jump over obstacles. 
However, walking on rough ground, use 
of public transportation, stairs, and driv- 
ing a car are taught when of value to 
that patient. 

To attempt to evaluate the results ob- 
tained with prosthetic restoration in this 
type of patient we have reviewed our 
records of patients who were accepted 
for preprosthetic and prosthetic training 


at the Tulane University Rehabilitation 
Unit since June 1953. Of the 95 am- 
putees treated there, 28 had major ampu- 
tations because of peripheral vascular 
disease, in some cases associated with 
diabetes. These patients were referred 
to us for training, and in only a few of 
these had the amputation been done by 
us or on hospital services with which we 
are associated. Some had already tried - 
to use an artificial limb without success. 
Many had no preprosthetic conditioning 
or stump wrapping and had hip or knee 
flexion contractures of varying degrees. 

All of these were treated on an out- 
patient basis. Stump wrapping and exer- 
cises were begun and use of the prosthesis 
deferred until maximum benefit had been 
obtained from these measures. The de- 
tails of this training do not concern us 
here. Of these 28 patients, 23 or 82 per 
cent were considered to be successful 
prosthetic users for their age, general 
condition, and level of amputation (Table 
1). All of the unilateral above-knee pa- 
tients could walk without a cane but sev- » 
eral of these persisted in using a cane 
in spite of our advice to the contrary. 
Fear of falling was the reason usually 
given, but in some cases fear of losing 
financial aid from the Department of 
Welfare seemed a more likely explana- 
tion. 

Five patients failed to complete the 
program (Table 2). Although the aver- 
age age is higher than in the successful 
cases the difference is not great. 

Since this group of patients had been 
highly selected after surgery, to attempt 
to determine the results of our philosophy 
of amputation from peripheral vascular 


TABLE 1 


TULANE REHABILITATION UNIT 
Twenty-three major peripheral vascular amputees who successfully used prostheses. 











Level Number Average Age Remarks 
Bilateral AK 1 tL Used walker 
Bilateral BK 1 43 No canes 
Bilateral AK-BK 1 60 Two canes 
Below knee 4 51 No canes 
Above knee 16 53 Many used a cane 

Total No. 23 Average year 53 
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TABLE 2 
TULANE REHABILITATION UNIT 
Five peripheral vascular amputees who were 
prosthetic restoration failures. 











Level Age Cause 


Bilateral AK 62 
Bilateral BK 62 





Not enough stamina 
Died before 
receiving limbs 
Personality problems: 
would not cooperate 
Died before 
receiving limb 
Pain in other leg 


AK 64 
AK 49 


AK 48 


- Average age 57 years 





disease, the charts of all patients on the 
orthopedic service requiring lower ex- 
tremity amputations at the Veterans’ Ad- 
ministration Hospital in New Orleans 
from June 1953 to December 1958 were 
reviewed. There were 107 such patients 
of whom 73, or 68.2 per cent had a total 
of 104 amputations because of peripheral 
vascular disease or diabetes (Table 3). 


TABLE 3 
TOTAL AMPUTATIONS 








Trans- 
Toe Ray metatarsal AK 
Arteriosclerosis 6 1 6 17 31 
Diabetes 3 3 5 11 12 
Buerger’s 1 5 
Embolus 2 1 


10 4 11 35 44 








Of these, 17 had successful minor ampu- 
tations in the foot, and 56 had major 
amputations. The mortality for the group 
was 10.9 per cent (Tables 4 and 5). 
These deaths include all patients who 


TABLE 4 
AMPUTATIONS 








___ Etiology Patients Deaths 
Arteriosclerosis 40 6 

Diabetes 25 i 
Buerger’s 6 0 
Embolus 2 1 


Total 73 8 10.9% 








died prior to being discharged from the 
hospital. The surviving successful minor 
amputees were all ambulatory to at least 
some extent when discharged from the 
hospital. Of the 50 surviving major am- 
putees, 24 were successfully fitted with 
prosthesis and became ambulatory (Ta- 
ble 6). 
TABLE 6 
AMBULATORY GROUP 
BK 
Arteriosclerosis 10 
Diabetes 5 
Buerger’s 4 
Embolus 0 


Total 19 














Two additional patients were fitted 
with prosthesis but did not become pros- 
thetic wearers. One was a below knee 
amputee who had great difficulty walk- 
ing and in spite of a well-fitting pros- 
thesis had repeated episodes of ulcera- 
tion on his stump. The other was a bi- 
lateral with one below knee stump who 
went home during his training because 
of a business emergency and apparently 
preferred to remain there in a wheel- 


TABLE 5 
DEATHS 








Arteriosclerosis 
78 
65 


Level of 


P. O. Time Amputation 





11 days AK 
30 days AK 


56 Gangrene—right leg, 
shock, anuria 

69 CVA, aspiration, CHF 

60 Uremia, hypertension 

59 Coronary 


7 days AK 


90 days AK 
33 days Toe 
69 days Transmet.. 
Diabetes 

64 Coronary 90 days AK 
Embolus 


42 Pulmonary embolus 28 days BK 
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chair rather than return and complete 
his training. The cause of this apparent 
loss of motivation is not known. 

The oldest patient to be fitted with a 
prosthesis in this series was 71 years of 
age. Although the average of the ages 
of the fitted group is younger than the 
nonfitted (Table 7), we wish to empha- 


TABLE 7 
AGE AVERAGE 











All Fitted Nonfitted 
Patients Groups Groups 
Arteriosclerosis 61.4 57.5 65.1 
Diabetes 58.7 51.3 63.6 
Buerger’s 40.2 40.8 38 (1 pt.) 
Average 58.9 





size that age is less important than gen- 
eral physical and mental fitness and no 
arbitrary upper age limit can be set. 

In this series there were 10 patients 
requiring bilateral major amputations. 
In the 56 patients requiring major am- 
putations, a total of 85 operative pro- 
cedures were done, including 8 minor 
and 11 major amputations which did not 
heal and required reamputations at a 
higher level. This indicates a failure of 
healing in 22.4 per cent. Since 42.9 per 
cent of the major amputees were success- 
fully fitted with and walked with pros- 
theses, it is our opinion that this percent- 
age needing reamputation is acceptable, 
particularly since only one death occurred 
following reamputation. 


Summary 

1. A conservative approach as to the 
site of lower extremity amputation in 
peripheral vascular disease is described. 

2. Our operative experience with 73 
such patients requiring 104 amputations 
is reported. In 39 of these patients am- 
bulation was preserved, including 24 ma- 
jor amputees. 

3. Our experience with an additional 
group of 28 similar patients whose sur- 
gery was done elsewhere is reported. Of 
these 23 became ambulatory with pros- 
thesis. 

Conclusions 

1. A surgeon should have no “routine” 

level of amputation in the lower extremi- 
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ty for peripheral vascular disease. 

2. Each patient should be carefully 
evaluated in all respects before deciding 
upon a level. Some individuals would not 
wish to assume the risk of multiple oper- 
ative procedures with consequent pro- 
longed hospitalization and expense: to at- 
tempt to obtain a stump which could be 
successfully fitted with a prosthesis. 

3. Since many of these patients will 
eventually lose the other leg, a below 
knee amputation should be considered. 

4. Careful atraumatic surgical tech- 
nique is a necessity in these patients. 

5. Preprosthetic conditioning, includ- 
ing general body exercises, special exer- 
cises to prevent contractures in the lower 
extremity and stump wrapping are es- 
sential. 

6. Good prosthetic fitting is a neces- 
sity. 

7. Training in prosthetic use should 
be given and supervised. : 

8. A surgeon and trainer should be 
realistic in the prosthetic function they 
expect these patients to achieve. Some 
of them may need to use a cane for ex- 
tra support and some of the bilateral 
cases may need to use two canes, crutch- 
es, or a walker, for some activities. 

9. Prosthetic training is easier and 
prosthetic gait is much better following 
successful below knee amputation than 
at higher levels. 
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Discussion 


Dr. Alfons R. Altenberg (Monroe): It has 
been a pleasure for me to review this paper pre- 
sented by Dr. Edward T. Haslam. Surely, he has 





181 


PERIPHERAL VASCULAR AMPUTEES—HASLAM, GRUNSTEN, WICKSTROM 


been able to substantiate statistically the success the distal type of amputation should be attempt- 
with which conservative amputations may be ed. Where possible, of course, amputations 
carried out in certain selected cases. should be restricted to toes and through the 
The success of conservative amputations in transmetatarsal area. Some cases of Symes 
peripheral vascular disease is based primarily on amputations give wonderfully long lasting re- 
the careful selection and individualization of sults. 
each case. Certainly, peripheral amputations 
have a greater risk and a greater morbidity. 
I do not feel that peripheral amputations are 
indicated in any patient in whom there is no 
hope of future prosthetic ambulation. Among 
the factors which determine this are irreversible 
disability, permanent flexion contractures of 
the knee, ischemic pain above the popliteal level. 
If the age and condition of the surviving part 
is such that prosthetic rehabilitation is possible, 


In closing, I feel that this presentation is 
timely. It should remind us not to close the 
door on the simpler and peripheral types of 
amputations in selected cases of peripheral vas- 
cular disease. The surgical technique, as pointed 
out by Dr. Haslam, should be simple, meticulous, 
and atraumatic. The selection of cases should 
be on the basis of complete individualization 
and not on a statistical basis, or on the basis of 
the simple diagnosis of gangrene. 


New Orleans in 1879 


The summer of 1879 will long be remembered in New Orleans as one of un- 
paralleled healthfulness, and the weeping Jeremiahs of the country now find that 
they have been mistaken in asserting that to be unhealthy is the normal condition 
of this city. 

The death rate for several consecutive weeks was remarkably low, and on one 
occasion the total deaths for a week amounted to but 68. This low rate of mortality 
was attained but once before in eleven years. 

The summer months have been remarkably pleasant and delightful in contrast 
with some of the health resorts to which the residents of this city flocked. The 
mean temperature has been comparatively low during the months of June, July, 
August, and September, being respectively 88, 87, 81, 78°. Nights rendered oppres- 
ive by heat were rare. * * * These favorable conditions of our climate seem to us 
to play an important part in accounting for the healthfulness of our city. 

* The old plan of dumping garbage from the streets and gutters into 
vacant squares in the rear of the city has been abandoned, and a system of removal 
of this foul and offensive matter into barges and deposited into the Mississippi 
River Below the city inaugurated. The streets and gutters have as far as practicable 
been flushed with river water, and thorough and repeated cleansing of yards, drains, 
and privy vaults has been insisted on. 


Editorial: New Orleans M. & S. J. 7:657 (December) 1879. 
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Pigmented Moles* 


@ A brief outline is given of the differentiation of benign pigmented 
nevi from those which may become malignant melanoma, and of other 


pigmented lesions. 


| an attempt to choose a topic of gen- 
interest, I have selected the most com- 
mon tumor of the skin.* Pigmented moles 
are found in almost every person and it 
has been estimated that the average num- 
ber of moles per person is about twenty.‘ 


Patients as well as physicians are 
aware of the relationship of pigmented 
nevi and malignant melanoma. The phy- 
sician must be able to determine which 
of the pigmented growths on the skin 
are benign and can be ignored, and 
which are potentially or actually malig- 
nant and must be removed. 


The purpose of this paper is to out- 
line the types of pigmented nevi and 
their treatment and, to describe briefly 
some of the other pigmented lesions of 
the skin which must be differentiated 
from nevi. 


The term “nevus”, in general, refers 
to any congenital new growth of the 
skin. Broadly speaking it includes he- 
mangiomas and epidermal nevi as well 
as pigmented moles. True nevus cells, 
which are oval or cuboidal cells with 
large pale, vesicular nuclei and homo- 
geneous cytoplasm? are found only in 
pigmented moles. In this discussion 
“nevus” will refer only to tumors con- 
taining nevus cells. 


Junction Nevi 


The junction nevus, is a circumscribed, 
smooth or slightly raised light brown or 
brownish-black macule or papule. Junc- 
tion nevus is the term used by pathologists 


* Presented at the Seventy-ninth Annual Meet- 
ing of the Louisiana State Medical Society, New 
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to indicate activity of nevus cells in the 
basal layer of the epidermis at the junc- 
tion of the epidermis and the dermis. 
The term junction does not refer to ana- 
tomical location at the junction of skin 
and mucous membrane. 


Most of the pigmented nevi of children 
are of the immature junction type. As 
the child grows these develop into more 
mature compound and intradermal nevi 
about which we will speak later. On the 
palms, soles, and genitalia, junction nevi 
tend to remain as such throughout life. 

Junction nevi are by far the most im- 
portant of the benign pigmented nevi be- 
cause they sometimes develop into mal- 
ignant melanoma. About one fourth of 
melanomas arise de novo and the re- 
mainder from pre-existing moles, chiefly 
junction nevi.*® It is then apparent that 
proper handling of these lesions might 
prevent three fourths of all melanomas. 


Compound Nevi 

Compound nevi have features of both 
junction nevi and intradermal nevi, rep- 
resenting a stage of maturation of the 
former into the latter. In addition to 
the gross characteristics of the intrader- 
mal nevus, which I will subsequently de- 
scribe, the compound nevus has a pig- 
mented halo at its periphery.’ 


Intradermal Nevi 
The common, mature intradermal ne- 
vus may be flesh-colored or dark brown 
to black in color. It may be sessile, 
dome-shaped or warty in appearance. 
It may contain hair. These nevi are 
more common on the face and upper 
trunk. These lesions are truly benign 
and do not ordinarily become malignant 

even after repeated trauma.” 











Removal 

Since it is usually impractical to re- 
move all pigmented nevi from a given 
individual certain criteria are cited as 
indications for removing some of these 
lesions: 

1. Location on the palms, soles, or 
genitalia. 

2. Change in the quantity or distri- 
bution of pigment. 

3. Loss of hair in a hairy nevus. 

4. Repeated trauma such as results 
from shaving, and combing the hair. 

5. Ulceration or bleeding. Moles in 
which these occur may already be malig- 
nant. 

6. Increase in size. 

I would like now to discuss methods 
of removal of pigmented nevi. This is a 
subject on which there is much contro- 
versy. Some believe that incomplete re- 
moval of pigmented nevi may leave scar 
tissue that may excite the remaining 
nevus cells to become malignant mela- 
noma.* Others have shown by later biop- 
sies of incompletely removed nevi that 
the remaining cells do not become more 
active because of the trauma involved 
in partial removal.® 

If the lesion is obviously benign and 
is being removed solely for cosmetic 
purposes, one should choose the least 
destructive procedure possible. A popu- 
lar practice is to shave the mole flush 
with the surface of the surrounding skin 
with a scalpel or razor blade, and then 
to electrodesiccate lightly the base to 
secure hemostasis. A satisfactory speci- 
men can be obtained for biopsy because 
the critical area, the dermo-epidermal 
junction can be evaluated in a shave bi- 
opsy. 

The punch biopsy instrument is an 
effective tool for doing a complete ex- 
cision of small moles. Closure of the 
wound with sutures is not necessary and 
scarring is minimal. 


Many pigmented nevi are removed be- 
cause one believes they may be danger- 
ous. When this is the case it is obvious 
that any method used should be com- 
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plete. The most certain method of com- 
plete removal is surgical excision. We 
believe that any pigmented lesion that 
causes anxiety to the patient or the phy- 
sician should be submitted in its entirety 
to the pathologist. The pathologist can 
then assure both that the lesion is be- 
nign or can indicate whether or not 
excision is adequate if the lesion is ma- 
lignant. 


Other Pigmented Lesions 


A discussion of pigmented moles would 
not be complete without mention of some 
of the other pigmented lesions of the 
skin which may simulate them in ap- 
pearance. 

The Ephelis or Freckle is a brown 
macule. It is a benign condition due to 
an increase in activity of pigment pro- 
ducing cells in areas of skin stimulated 
by sunlight. It tends to disappear if the 
skin is protected from sunlight. Histo- 
logically it shows only an increase in 
melanin pigment in the basal layer of 
the epidermis. 

The Lentigo is a smooth dark brown 
macule. It may occur in children and 
young persons, but is seen more com- 
monly on the face, hands and forearms of 
elderly people. It does not disappear 
when the skin is protected from sun- 
light. It shows an increase in the num- 
ber of pigment producing cells in the 
basal layer of the epidermis and elonga- 
tion of the rete ridges. 

The Mongolian Blue Spot is seen most 
frequently in Oriental and Negro in- 
fants, but occurs also in Caucasians. It 
is a well circumscribed flat slate blue or 
brownish pigmentation found usually in 
the sacral area, but also in other loca- 
tions. It ordinarily disappears without 
a trace in infancy or early childhood. 
The pigment is in the dermis. 

The Nevus of Ota is similar histologic- 
ally to the Mongolian Blue Spot. It is 
located on the side of the face and of- 
ten involves the sclera. It tends to pro- 
gress slowly rather than disappear. 

The Blue Nevus of Jadassohn is a 
flat or raised blue-black macule or pap- 
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ule often limited to the face or extremi- 
ties. It is a benign lesion which may be 
mistaken for melanoma because of its 
color. The dermis contains long, irregu- 
lar spindle cells filled with melanin.? 

Lentigo Maligna or Melanotic Freckle 
of Hutchinson® are dark brown spots 
on the faces of elderly people. They 
slowly enlarge and may become malig- 
nant. If they do they form nodules 
which show the features of malignant 
melanoma on biopsy. These melanomas 
metastasize slowly and even then do not 
kill the patient as rapidly as ordinary 
melanomas. 

Malignant Melanoma is not the sub- 
ject of this discussion and it is men- 
tioned here only to differentiate it from 
benign pigmented nevi. It shows the 


features that one does not expect to see 
in a benign mole, such as nodules in a 
previously flat lesion, irregularity of 
pigment, satellite tumor formation and 
ulceration. 

There are other lesions, only inci¢en- 
tally pigmented, which may look like 


moles. 

Seborrheic Keratoses are yellowish or 
brownish, sharply demarcated, greasy, 
warty growths, usually seen on the face 
and trunk of older persons. They are 
benign basal cell papillomas. In Negroes 
small dark papules with an identical his- 
tologic picture are called Dermatosis 
Papulosa Nigra. 

Histiocytomas are hard, skin-colored, 
dark brown or black nodules within the 
skin itself. They are also called dermato- 
fibromas, hard fibromas or sclerosing 
hemangiomas. They are benign and may 
be left alone if recognized as such or 
they may be conservatively excised. 

Pigmented Basal Cell Carcinoma 
shows the usual features of basal cell 
carcinoma plus pigment which may give 
it the appearance of a pigmented nevus 
on superficial examination. 

Senile Keratoses are red scaly patches 
or papules on exposed areas of the skin 
of older persons. They are sometimes 
pigmented or colored from hemorrhage. 

Common Warts may look like pigment- 
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ed moles if they have been irritated and 
contain blood. 

Pyogenic Granulomas are red, friable, 
pedunculated tumors that result from 
trauma. They are composed of capil- 
laries and inflammatory cells. At times 
they resemble melanomas so closely that 


biopsy is necessary to establish the diag- 
nosis. 


Summary 


The clinical features of pigmented ne- 
vi have been reviewed. Changes in these 
lesions which have been cited as criteria 
for their removal have been discussed. 
Several other pigmented growths of the 
skin which must be differentiated from 
nevi have been described. 
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Discussion 


Dr. V. Medd Henington (New Orleans): I 
would like to congratulate Dr. Perret on his 
very excellent presentation. He has covered the 
subject of pigmented moles very thoroughly in 
the time allotted, and I shall emphasize some of 
the points which he has brought out. 

Dr. George Pack and his group at the Memori- 
al Hospital, after counting the nevi on many 
thousands of patients, arrived at the conclusion 
that there are 14.6 nevi per person in the United 
States. 

If one takes the population of the United 
States as 180,000,000, then we can quickly ar- 
rive at the fact that there are two billion 682 
million moles at this moment on people in this 
country. 

Now obviously, it is not necessary or practical 
to remove any or all nevi on all patients. There- 
fore I shoul like to limit my discussion to which 
nevi should be removed; when should they be 
removed, and how should they be removed. 

I believe that a physician should have many 
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modalities at his command, and should not use 
any one method in removing all pigmented moles 
which present: themselves. For instance: one 
might remove a junction nevus a bit differently 
than one would remove an intradermal nevus. 
On the other hand, one might remove a com- 
pound nevus on the sole of the foot a bit differ- 
ently than one would remove the same type of 
nevus from the glans penis. One would prob- 
ably remove a compound nevus from the face of 
a young blond-headed girl a bit differently than 
one would remove the same type of nevus from 
the face of a sixty-year-old farmer. 

Among the many questions asked, by pa- 
tients, of me and I am sure that you are con- 
fronted with exactly the same questions are: 
Doctor, what is this little spot? Is this malig- 
nant? or can it become malignant? Does any- 
thing have to be done about this lesion . . . if 
not, can anything be done about it for cosmetic 
reasons? . . . and many other questions of this 
type. 

All moles, whether they be pigmented or non- 
pigmented, should be removed if first, they are 
undergoing changes or show definite signs of 
activity. By signs of activity, I mean certain 
enlargement, bleeding, inflammation, alteration 
in color (either becoming darker of lighter) 
ulceration crusting, development of satellite pig- 
mented areas or these moles which become pruri- 
tic or painful. Second, those moles which show 
any activity during pregnancy should be re- 
moved. Third, all junctional nevi should be re- 
moved and fourth, all nevi on the soles of the 
feet, the genitalia or the palms of the hands. 

We know, from a vast amount of clinical and 
laboratory information, that the moles which 
become malignant are either the junctional or 
the compound nevus. The intradermal nevus, 
for all practical purposes, never becomes malig- 
nant. However, one cannot always tell by exami- 
nation of the lesion just what type of nevus it 
is. As a general rule the junctional nevus is a 


light brown to black color and it is flat or very 
slightly raised above the skin. One should re- 
member that junctional nevi tend to become 
intradermal nevi with increasing age. Nevi which 
have junctional elements, that is, the junctional 
nevi and the compound nevi are generally ac- 
cepted as being potential precursors of malig- 
nant melanoma. 

Junctional nevi are best removed by surgical 
excision. Compound nevi can either be surgic- 
ally excised or can be excised flush with the 
skin so that one might have a section for patho- 
logical examination and then electrodessicate it. 
The intradermal nevi can simply be dessicated 
flush with the skin and allowed to heal with 
very little scar formation. I would condemn the 
use of electrolysis for the treatment of all pig- 
mented nevi. I would be equally objectionable 
to the use of refrigeration with carbon dioxide 
snow or liquid nitrogen, or the removal of nevi 
by dermabrasion. 

Perhaps the most confusion exists by the 
term juvenile melanomas. I have seen very de- 
structive surgery result from such a pathologic 
report. Juvenile melanomas are simply junction 
nevi occurring before the age of puberty. Junc- 
tional nevi in the juvenile period do become 
malignant melanomas rarely. If I remember 
correctly, McWhorter was only able to find four 
cases of malignant melanomas in children be- 
fore the age of puberty in the files of the Mayo 
clinic, which attests to the rarity of this condi- 
tion. When one receives a pathological report 
of juvenile melanoma, one should further study 
the section and if he is convinced that it is a 
benign lesion, it should be treated exactly as all 
junctional nevi are treated; whether they occur 
in children or adults. However, if this lesion is 
a malignant melanoma then it should not bear 
the title juvenile melanoma, but should be re- 
ported as malignant melanoma, regardless of the 
age of the individual, and then should be treated 
as such. 


Louisiana State Medical Society 


The annual meeting of this body, which will take place in the last Wednesday 
in March, is so near at hand that a few remarks a propos of the occasion may not be 
inappropriate. Nearly all the States of the Union, including the most recently settled, 
have similar organizations, and their utility is no longer a matter of question, outside 
our own borders. In Louisiana, however, as regards the great majority of the medical 
profession, the matter seems either to be decided in the negative or to be still un- 
settled, from the evidence afforded. The number of local medical societies is so small 
that it was found impracticable to organize the State Society as a representative 
body; while its individual membership throughout the State is only 106 altogether, 
out of 876 practitioners whose names have been reported. 


Editorial: New Orleans M. & S. J. 7:826 (February) 1880. 
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Editorial 


Poisons Should be Properly Labelled 


The danger from poisons that may 
cause injury or death is increasing. There 
are now a quarter of a million trade name 
chemical products on today’s market for 
use in the home and in industry. These 
products may or may not contain sub- 
stances which are injurious to those who 
come in contact with them. Without prop- 
er labelling there is no way for the users 
of these products to know of the possible 
hazards, and without this same knowl- 
edge there is no way for those who have 
custody of others to protect the ones 
under their charge. The medical and 
pharmaceutical professions have been ad- 
vocating for a century that such products 
should be labelled in such a way as to be 
helpful. After about fifty years of dis- 
cussion, the federal Caustic Poisons Act 
of 1927 was passed, which covered chiefly 
caustic and corrosive substances. In 1938, 
the Federal Food and Drug and Cosmetic 
act was passed, which beside regulation 
of foods and drugs, made some provision 
for chemicals. In 1947, the Federal In- 
secticide, Fungicide and Rodenticide Act 
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was passed, covering a group of economic 
poisons. 

In the past ten years, the Committee 
on Toxicology of the American Medical 
Association has been continuously active 
in studying the situation, and has devel- 
oped a legislative plan to cover the great 
number of products which are hazardous, 
and for which regulation and labelling is 
not provided in the legislation mentioned 
above. The Committee on Toxicology has 
formulated a statute to provide uniform 
regulations and the precautionary label- 
ling of household commercial, and indus- 
trial chemical products. The bill intro- 
duced May 25, 1959, by Mr. Curtis of 
Missouri, entitled ‘Uniform Hazardous 
Substances Act,” is HR 7352 of the 
Highty-sixth Congress. This bill is in- 
tended to serve not only the public, but 
also, the affected industries, since it en- 
courages uniformity, and is sufficiently 
broad to assure complete coverage of all 
classes of chemical products. 

A companion bill in the Senate is S 
1283 and is before the Senate Committee 
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on Interstate and Foreign Commerce. 
The indications are that ‘these bills will 
be acted upon during the current session. 
Their importance to the unknown thou- 
‘sands who would be spared suffering 
and possible death by the enactment is 
incalculable. 


It is estimated that there are over six 
hundred thousand cases of poisoning re- 
quiring medical care each year. Four- 
teen hundred and fifty deaths were re- 
ported in the United States last year by 
poisoning from agents other than poison 
gases and spoiled food. Over four hun- 
dred of these deaths were children under 
five years of age. Reductions in these 
totals would be greatly helped if labels 
contained statements as to the contents, 
its dangers, and possible methods of treat- 
ment. 


These proposed laws, as in the past, 
met serious opposition from the vested 
interests. There were efforts in various 
quarters to amend the bills restricting 
their scope of authority, which would ac- 
tually only duplicate the effect of laws 
already in force. The Senate Interstate 
and Foreign Commerce Committee voted 
out a measure that exempted food, drugs, 
and cosmetics from the provisions of the 
proposed bills. Representatives from the 
manufacturers and sellers of patent medi- 
cines had objected strongly to the inclu- 
sion of drugs in the bill. Aside from 
these, other manufacturer resistance to 
legislation is based upon a number of 
reasons. Companies feel that warning 
labels will frighten the public and cut the 
sale of products. Others hesitate to list 
the contents because of fear that com- 
petitors will profit from the information. 


The first of these objections is not 
borne out by experience as is shown in 
the descriptive labelling of drugs. When 
people found that they could read the 
contents of the drugs on the bottles they 
felt greater security in using them. The 
fear that trade secrets would be lost 
through the declaration of hazardous in- 
gredients is ill founded because most well- 


informed competitors probably already 
know the contents of each other’s prod- 
ucts. The argument that industrial and 
commercial substances do not need label- 
ling, because they are generally used in 
work under the direction of a competent 
supervisor, does not cover the subject. 
The type of management which provides 
protection in the use of dangerous chem- 
icals is found in large plants with rigid 
systems. Such supervision would not ex- 
ist in two thirds of our four and a half 
million business enterprises, which are 
retail trade establishments, stores, and 
service organizations. 

The effort to restrict the laws to sub- 
stances destined for household use only 
would leave unprotected the great mass 
of the working public, who come in con- 
tact with the various hazardous sub- 
stances. 


The proposed law provides for proper 
animal toxicity tests as the means of es- 
tablishing the danger in a more or less 
quantitative fashion. The argument that 
such a requirement would tax the capaci- 
ties of the available laboratories is not 
valid as the choice is between human 
suffering on the one hand and corporate 
profits on the other. 


The laws further provide for proper 
identification and warning signs for 
strongly sensitized chemicals which cause 
an allergic inflammatory reaction in liv- 
ing tissue on contact. This is a desirable 
feature because signs are understood, and 
would guide a great segment of the popu- 
lation who would not read labels. 

These proposed bills represent many 
years of investigative work and construc- 
tive legislative effort. The American 
Medical Association, through its Commit- 
tee on Toxicology is attempting another 
important step in preventive medicine. 
It is to be hoped that such measures as 
these will not be weakened to the point 
of becoming ineffective through the ac- 
tion of vested interests. The influence 
of the medical profession should be exer- 
cised in behalf of this legislation. 
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Guest Editorial . . 


Watch Out! 


It is quite possible the powers that be 
in Washington have more than one reason 
for complaining about prices of drugs. 
Senator Estes Kefauver’s drug price in- 
vestigating subcommittee would have us 
believe that the government’s sole interest 
is “simply with the price of drugs —a 
price which must be paid by someone un- 
der any system of medical care”. I think 
there is a psychological reason which they 
hope to keep under cover. This Senate 
antitrust investigation is just another 
cunning approach in the attempt to slip 
socialized medicine in at the back door. 
It appears to me that Mr. Kefauver al- 
most gave this fact away in his opening 
statement when he said: “It is not the 
purpose of these hearings to question in 
any way the American system of private 
medical practice.” I react to this state- 
ment in the same manner I would if a 


small boy should rush into my office and 
exclaim: “Doctor, someone batted a base- 
ball through your back window—and I 
don’t want you to think that I did it.” 


If these investigators’ thoughts were 
just in the drug field, they should also 
be concerned about the quality as well 
as price. They certainly have shown a 
lack of interest in the cost of pharma- 
ceutical research and manufacturing, and 
without research drugs would soon de- 
grade in both quality and quantity. The 
Senator’s line of reasoning in advocating 
that druggists be allowed to use generic 
instead of brand names, would throw the 
drug business into a tail spin within a 
short time. If one company spends a 
million dollars to produce a new drug, 
and another concern is allowed to copy 
the formula, pay none of the research 
cost, and market the product at a low 
price, the results would be disastrous. 
The better firms would go broke, initia- 
tive to find new drugs would be smoth- 
ered and we would find ourselves advanc- 
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ing in reverse—back towards the “calo- 
mel and castor oil days”. 

I feel that these governmental probes 
are motivated, primarily, for publicity. 
If they can attract enough attention by ~ 
their investigations of the major drug 
manufacturing firms, and lead the Amer- 
ican people into believing that the prices 
of drugs are too high, it might be possible 
to gain a large number of sympathetic 
listeners. 


They hope to stir up enough interest 
in the drug controversy to swing the spot- 
light away from the doctors for a while, 
give us a breathing spell, make us feel 
complacent and lessen our vigil against 
legislation like the Forand bill. It is their 
wish that we don’t get wise to their two- 
fold purpose of these investigations in 
relation to the Forand bill itself. First, 
they will attempt to convince the lay 
public that older people, on social securi- 
ty, will not be able to pay the high drug 
prices—and that the government should 
step in to help. Second, if these tactics 
could get a Forand type of legislation 
passed without enough medical publicity 
to stir up strong opposition—they would 
be in position to widen social security to 
cover everybody. Then we would have 
socialized medicine under another name. 

People, consciously, or unconsciously, 
associate drugs and physicians together. 
An aroused populace against drug prices 
would not be too friendly towards the 
medical profession. Such a_ situation 
would gain recruits for a more effective 
battle against the free practice of medi- 
cine. While we sit on the side lines, ap- 
parently unmolested, and watch the steam 
roller attempt to crush the drug firms, 
we must remain alert. We could get 
caught napping like Hitler did one time 
during World War II]—when the Allied 
soldiers were issued heavy, long-handled 
underwear. As soon as the Germans got 
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wind of it, they rushed up to Norway 
while our troops poured into Africa. It be- 
hooves us to watch out for all sorts of 
misleading tactics, because this drug bat- 
tle is only a sham attack. The medical 
profession is their chief objective. They 
hope to find time to reorganize their 


forces, turn upon us without warning 
and launch a surprise attack where and 
when we might least expect it. 

F. CLYDE BEDSAUL, M.D. 
Floyd, Va. 


Reprinted from the Virginia Medical Monthly, 
Vol. 87, pages 175-176, April, 1960. 





The Executive Committee dedicates this section to the members of the Louisiana State 


Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


REPORT OF THE PRESIDENT 

During the twelve months I have had the hon- 
or and privilege of serving as President of the 
Louisiana State Medical Society, many impor- 
tant events have transpired and much useful 
work has been accomplished. 

I would like to open this report by paying full 
tribute to the Society officers, committee mem- 
bers, staff personnel and others without whose 
help this progress could never have been real- 
ized. 

Perhaps the most significant project in which 
the Society participated during the past year 
has been the campaign to combat passage of the 
so-called Forand Bill which would extend social 
security benefits to include hospital and medical 
care. This insidious legislation, which is nothing 
more than a step in the direction of the complete 
socialization of professional medicine, has been 
singled out as one of the most damaging pro- 
posals ever to confront the public health and the 
medical profession. 

Following the leadership of the AMA, your 
President and the officers of many component 
medical societies from various sections of Lou- 
isiana met in Alexandria to receive a thorough 
briefing on the Forand Bill and to plan a state- 
wide campaign against it. After this meeting, 
many parish and district societies embarked upon 
a successful “grass roots’ campaign to obtain 
thousands of letters from private citizens and 
various organizations, all directed to Louisiana 
Congressional representatives and expressing 
their opposition to the Forand Bill. 

Representatives of the AMA, assisted by the 
Secretary-Treasurer and our Public Relations 
Counselors, made journeys to various parts of 
the state to address component societies on the 
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subject of the Forand Bill and to rally their sup- 
port. At this writing, the Forand measure has 
not yet come up for debate in Congress. How- 
ever, we are confident our activities here in 
Louisiana, combined with those of state and 
component medical societies in other parts of 
the country, will be successful in convincing our 
representatives and senators that this highly 
dangerous legislation should be soundly de- 
feated. 

Much time, thought and effort have been de- 
voted during the past year to the campaign to 
combat cultists and to protect the public against 
the various forms of cultism and those who seek 
to practice medicine without a license. A lead- 
ing contributor to this campaign, once again, has 
been Dr. C. E. Boyd, of Shreveport, whom I wish 
to single out for special recognition for his un- 
tiring diligence and work. The manual on cult- 
ism which Dr. Boyd prepared some time ago has 
been completely re-written and brought up to 
date. This is probably one of the most complete 
publications on cultism ever assembled and it 
will continue to be of invaluable help in the 
campaign against the cultists here in Louisiana 
and elsewhere throughout the United States. 

This being a legislative year, we are once 
again marshalling our forces to maintain the 
status quo of the Louisiana Medical Practice 
Act, and encourage all physicians to get behind 
us in this effort by contacting their legislators 
and insisting that they fight strongly against 
any efforts of the cultists to gain legal recog- 
nition in Louisiana. 

As usual, during the political campaign in 
Louisiana earlier this year, a small group of 
Society members won respect and commendation 
for lending their support to certain candidates 
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who were favorably inclined toward the policies 
of the Society in regard to the Medical Practice 
Act. 

Recent legislative proposals on both state and 
national levels have demonstrated the impor- 
tance of the formation of an organization of 
physicians, completely and legally independent 
of the Louisiana State Medical Society, which 
could serve as a political action group for the 
profession. Such an organization would be able 
to be more effective and stronger than individ- 
ual physicians in supporting political candidates 
friendly to the profession. Organizations of this 
type have been successful in other states. 

Our campaign against the cultists this past 
year extended into the Federal courts where the 
Society was made an intervenor with the Louisi- 
ana State Board of Medical Examiners who were 
sued in an action contesting the legality of the 
Medical Practice Act. This subject will be gone 
into in detail in the report of the Louisiana 
State Board of Medical Examiners. 

I am very grateful to the American Medical 
Association for their invaluable help and guid- 
ance, and to the AMA representatives who vis- 
ited Louisiana on a number of occasions during 
the past year. These include Dr. F. J. L. Blas- 
ingame, Mr. Tom Hendricks, Mr. Aubrey Gates 
and Mr. Charles Johnson who helped greatly in 
the planning and execution of the anti-Forand 
campaign. 

The AMA also deserves our thanks for co- 
sponsoring with the Louisiana State Medical So- 
ciety and the state medical societies of Texas, 
Arkansas, Mississippi and Alabama the regional 
Conference on Aging in New Orleans. Your 
President had the honor of serving as moderator 
for the opening session of the conference and 
Dr. O. B. Owens, your President-elect, was mod- 
erator for the closing session. The conference 
elicited front page stories in the newspapers on 
the aging problem and what professional medi- 
cine is doing to meet this challenge. 

The American Medical Education Foundation 
received strong support from Society members 
during the past year and we encourage your 
continued support for this worthy and important 
cause in the years that lie ahead. With the cost 
of medical education constantly on the rise, our 
young medical students are in need of all the 
support the profession can give them. 

We are gratified to report that there has been 
a growing recognition among Society members 
toward the importance of maintaining member- 
ship in the American Medical Association, and 
I encourage all State Society members, who do 
not yet belong to the AMA, to join at the earliest 
possible moment. Your State Society, with only 
a few additional members joining the AMA, will 
be qualified to have three instead of two dele- 
gates in the AMA House of Delegates. 

Your Society is very grateful for the help it 
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received in its many endeavors from the Wom- 
an’s Auxiliary, and the Auxiliary officers led 
by Mrs. J. T. Willis, President. At present there 
are approximately 750 State Society members 
whose wives are not members of the Auxiliary. 

These doctors should encourage their wives to 
join the Auxiliary and to participate in its ac- 
tivities. A good way to do this is for the doctor 
to submit application and dues for his wife to the 
Auxiliary. By increasing the membership of the 
state Auxiliary, we will automatically increase 
the number of delegates to the AMA Auxiliary. - 

“Medical Progress” at the Louisiana State 
Fair last Fall was again an outstanding success 
in our continuing effort to educate and inform 
the public as to the various phases and facets 
of professional medicine. This most recent 
“Medical Progress’ attracted several hundred 
thousand visitors over a ten-day period and was 
the subject of several articles in the Shreveport 
newspapers. The Shreveport Medical Society, 
which co-sponsored ‘‘Medical Progress” with the 
Louisiana State Medical Society, deserves our 
praise and recognition for their assistance. We 
are also very grateful to the various component 
medical societies which sent representatives to 
Shreveport to assist in staffing the exhibits dur- 
ing the time the Fair was in progress. It is our 
belief that “Medical Progress” is one of the most 
important public relations projects of the So- 
ciety and has certainly proven its value during 
the three years we have pursued it as a Society 
function. 

Acting on the authority of the Executive 
Committee, a new contract was executed during 
the past year restoring practically all the bene- 
fits which had been omitted during the previous 
year from the Medicare program. 

The mutual problems of doctors, nurses and 
hospitals were discussed at a joint meeting of 
State Society representatives and representa- 
tives from the Louisiana Nurses Association and 
the Louisiana Hospital Association held during 
the past year. As a result of this meeting de- 
cisions were reached on several important areas 
of action. 

This has been a year of travel for your Presi- 
dent. Included in my record of journeys have 
been trips to visit medical societies in New 
Iberia, Lake Charles, Shreveport and a number 
of other communities. Other trips were made 
to attend “Founders Day” in Alexandria, the 
special Forand Bill conference in Alexandria, the 
Medical Progress exhibit at the Louisiana State 
Fair in Shreveport, the annual convention of the 
Louisiana Academy of General Practice in Baton 
Rouge, a meeting of the Committee on Public 
Policy and Legislation in Baton Rouge and to 
Atlantic City and to Dallas, Texas for meetings 
of the AMA. Also, your President attended 
meetings of the Orleans Parish Medical Society, 
the aforementioned meeting of hospital and 
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nursing groups, the Conference on Aging and a 
meeting of the New Orleans Dental Society. 

Along with Dr. Philip H. Jones and Dr. Hugh 
T. Beacham, your President participated in a 
conference with Mr. Basil O’Connor, Executive 
Director of the National Foundation, at which 
time Mr. O’Connor explained in detail the new 
aims and purposes of the National Foundation. 
My impression is that the Foundation intends to 
enter the practice of medicine in a big way, cov- 
ering every type of physical defect, malady and 
disease. 

As stated at the beginning of this report, the 
administration of any President of the Louisiana 
State Medical Society can be no more successful 
than the support he receives from his officers, 
committee members, members-at-large, the of- 
fice staff and special consultants. 

Whatever accomplishments the Society has 
realized during the past year are directiy trace- 
able to the cooperation and assistance I have re- 
ceived from many people, including your Past 
President, Dr. Arthur Long; your President- 
elect, Dr. O. B. Owens; the Editor of the Jour- 
nal, Dr. Philip Jones; Miss Annie Mae Shoe- 
maker and her highly efficient staff of assistants 
at State Society headquarters; our Legislative 
Consultant, Mr. Percy J. Landry, Jr. and our 
Public Relations Counselors, Mr. Paul Perret and 
Mr. Paul Kalman. 

I also wish to thank the chairmen and mem- 
bers of our various committees and councils for 
the work they accomplished, and the members 
of the Executive Committee for the many hours 
they expended in attending meetings and work- 
ing on the affairs of the Committee. 

Last but far from least, I wish to express my 
unbounded gratitude to Dr. C. Grenes Cole, 
Secretary-Treasurer, for his tolerance of my 
many mistakes and shortcomings while serving 
as President of your Society. Without Dr. Cole 
to help me, I truly would have been lost. 

In closing, I most humbly thank the Society 
itself for allowing me the privilege of serving 
as your President. 

Recommendations 

1. The Society continue to support and main- 
tain the liaison group which has been established 
with the Louisiana Hospital Association and the 
Louisiana Nurses Association. 

2. All socialistic types of legislation (e.g., the 
Forand Bill) be vigorously fought by every So- 
ciety member interested in maintaining his free- 
dom. 

3. Society members give their active support 
to the Smathers - Morton - Keogh - Simpson Bill 
which, at this writing, is being closely watched. 

4. The Society continue and expand its spon- 
sorship of Medical Progress exhibits at the Lou- 
isiana State Fair as this has proved to be one of 
the most outstanding and successful positive 
public education projects in which the medical 





192 


ORGANIZATION SECTION 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 






profession in Louisiana has ever participated. 

5. The Society continue the services of our 
Public Relations Counselors and Legislative 
Consultant who have performed such valuable 
work during the past five years. 

6. Society members be encouraged to increase 
the scope of their contributions to the American 
Medical Education Foundation. 

7. All eligible non-members of the AMA be 
encouraged to join, and copies of our new bro- 
chure, explaining the benefits of membership, 
be circulated among these doctors. 

8. Each member of the Society whose wife 
is not presently a member of the Woman’s Aux- 
iliary pay her dues ($1.50 per year), thereby 
enrolling her in the Auxiliary; also encourage 
their wives to take active part in the work of 
the Auxiliary. 

9. The Society continue to support the Lou- 
isiana State Board of Medical Examiners in 
every possible way in the campaign to protect 
the Medical Practice Act. 

10. The Society give careful study and con- 
sideration to the work of the National Founda- 
tion before any type of official approval or 
recognition is given to the Foundation. 

11. Society members begin work on organiz- 
ing an independent group of physicians for po- 
litical action; membership in this organization to 
be completely voluntary and legally separate 
from the State Society. 

W. ROBYN HARDY, M.D., President 


HEALTH LEVELS AND INCOME AMONG 
THE STATES 

The following is a complete report from the 
Health Information Foundation on “Progress in 
Health Services,” which appeared in their March 
1960 issue. We feel that the information on 
“Health Levels and Income Among the States” 
should be of interest to all our members. 

Marked improvements in health, indicated by 
substantial reductions in mortality, have occurred 
in the United States since earlier in the century. 
But although all states and probably all other 
major population groups have shared in this im- 
provement, the extent of the reductions has been 
quite varied. 


In general the declines in mortality have been 
greater where the levels of mortality were ini- 
tially higher, so that the differentials between 
states and population groups are now narrower 
than formerly. This has been the case, for ex- 
ample, for states with low average per capita 
incomes, where mortality was relatively high. 
Today their overall mortality level is virtually 
identical with that in the upper-income states. 

However, this overall similarity in mortality 
rates is the product of contrasting ratios at each 
end of the age scale. For example, the low-income 
states have poorer mortality rates than the high 
during infancy, the younger ages, and even the 
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adult ages. At ages 45-64 this holds true to a 
relatively minor extent, but at 65 and over the 
record is better in the low-income states. In ad- 
dition, the ratio of mortality rates in the low- to 
those in the high-income states varies by cause of 
death, although in many instances the differen- 
tials are now narrower than in former years. 

These findings are derived from a survey by 
Health Information Foundation of the relation- 
ship of mortality to gross differentials in eco- 
nomic level among the states in the U.S. This ap- 
proach represents one alternative, essentially 
aimed at the same problem, to the customary 
method of determining economic or “social class” 
differences in health by comparing the mortality 
patterns of persons in various groups of occupa- 
tions. Unfortunately, no completed studies of oc- 
cupational mortality are available for any large 
area in the United States for any year later than 
1930. In contrast, the study reported in these 
pages not only employed current data, but was 
able to derive trends by comparing current sta- 
tistics with those of former years. 

In this study the mortality patterns of the 10 
states (including the District of Columbia) rank- 
ing highest in average per capita personal in- 
comes were compared with the records of the 10 
lowest states. The compositions of these top and 
bottom groups have varied somewhat over the 
years, and this analysis used separate groups of 
states in specific years, as required, for which to 
derive mortality rates. The years covered were 
1930, 1940, 1950, and 1957. The income figures 
used in selecting the states were those compiled 
and published by the Office of Business Eco- 
nomics of the U. S. Department of Commerce. 
Mortality rates were computed from published 
reports of the U. S. National Office of Vital 
Statistics. 

In the high-income group, these eight states 
ranked consistently among the top 10 in each of 
the years covered: California, Connecticut, Dela- 
ware, District of Columbia, Illinois, Nevada, New 
Jersey, and New York. Each of the following 
five states also were included in the top 10 in at 
least one of the four years: Massachusetts, 
Michigan, Ohio, Rhode Island, and Washington. 
Similarly, the bottom 10 included the following 
during each of the four years: Alabama, Ar- 
kansas, Georgia, Kentucky, Mississippi, North 
Carolina, South Carolina, and Tennessee. It also 
included these at least once: Louisiana, New 
Mexico, North Dakota, South Dakota, and West 
Virginia. 

The high-income group in all years consisted 
to a large extent of the most highly industrial- 
ized and urbanized states, especially those in the 
Northeast. But it also included some from the 
Middle and Far West. The low-income states, on 
the other hand, were generally (but not exclu- 
sively) in the South, much more rural in char- 
acter and with large nonwhite populations. 
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Although the groups at each end of the income 
scale included a stable core of states, there was 
nevertheless some shift in rank order within 
both the highest and the lowest 10. Also, the 
range of difference in average per capita incomes 
between the highest and lowest groups narrowed 
between 1930 and 1957. Thus the average per 
capita income figure for the top 10 was over 
three times as high as that for the bottom in 
1930, but less than twice as high in 1957. — 


The high-income states enjoyed superior health 
facilities and resources during these years, but 
the extent of their advantage and its trend varied 
for specific facilities. For example, the differ- 
ential in hospital beds narrowed. The high- 
income states in 1935-37 reported over 2% times 
as many nonfederal general and special hospital 
beds per capita as did the low-income stakes, but 
by 1957 the comparable ratio was only 1%. The 
ratio of high- to low-income states in physicians 
per capita rose from 1.7 in 1930 to 2.1 in 1940, 
but dropped to 1.9 in 1950 and to 1.8 in 1957. For 
dentists per capital, the ratio of high- to low- 
income states dropped from 2.9 to 1930 to 2.2 in 
1958. 

The superior health facilities in the top-income 
states were reflected to only a small extent in 
the overall mortality rates in 1930 and almost not 
at all since then. Thus in 1930 the age-adjusted 
mortality rates of the low-income states, 1,400 
per 100,000 population, exceeded the comparable 
rate of the high-income states, 1,240 per 100,000, 
by 13 per cent. But the excess in rate of the low- 
income states dropped to 7 per cent in 1940 and 
5 per cent in 1950. By 1957 deaths per 100,000 
were 842.2 for the low-income and 837.5 for the 
high-income states, a difference of less than 1 
per cent. 


Patterns of mortality by age 

Trends in the patterns of mortality by age have 
varied considerably from the overall trends. To- 
day at ages under 45 mortality rates are gen- 
erally higher in the low-income states; at 45-64 
there is almost no difference; while at 65 and 
over mortality rates are higher in the high- 
income states. 


In infant mortality rates (death under one 
year per 1,000 live births), a measure of health 
traditionally considered a sensitive index of en- 
vironmental conditions, the differential between 
these groups of states has narrowed since 1940, 
although a substantial differential still exists. 
In 1930 the infant mortality rate in the low- 
income states averaged 74.2, an excess of 27 per 
cent over the comparable 58.3 in the high-income 
states. By 1940 the rate in both groups of states 
had dropped considerably, but the decline was 
less rapid in the low-income states, and their 
relative excess over the high-income states actu- 
ally rose to 50 per cent. But by 1950, again with 
the rates in both groups of states declining, the 
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excess had dropped to 38 per cent and by 1957 to 
24 per cent, or near the 1930 level. 

The low-income states also exceeded the high 
in the components of infant mortality—i.e., in 
neonatal mortality rates (death of infants under 
‘one month) and post-neonatal rates (second 
through twelfth months, gnerally less influenced 
by “biological” factors and more sensitive to the 
“environment’’). Thus the excess neonatal mor- 
tality in the low-income states rose from 18 per 
cent in 1930 to 29 per cent in 1940, then dropped 
back to 18 per cent in 1950 and to 10 per cent in 
1957. For post-neonatal mortality the compara- 
ble per cents of excess mortality in the low- 
“income states were 40, 94, 95, and 68. 

At ages 1-24 and 25-44 the excess in mortality 
rates in the low-income states was large in 1930, 
but as mortality declined sharply in both groups 
of states the differential was reduced somewhat. 
At ages 1-24 the mortality rate in the low-income 
states was 372.0 per 100,000 in 1930, or 38 per 
cent above the 269.3 of the high-income states. 
By 1957 the comparable figures had dropped to 
94.1 and 73.1, respectively, an excess of only 29 
per cent. At ages 25-44 a similar reduction in 
the rate took place, and here the differential nar- 
rowed from 50 to 32 per cent. 

At the middle and upper ages, however, these 
trends were not repeated. For mortality rates at 
ages 45-64 the very slight differential of only 4 
per cent in 1930 in favor of the upper-income 
states remained remarkably stable; in 1957 the 
figure stood at 3 per cent. The mortality rates 
themselves in both groups of states were sub- 
stantially reduced frem 1930. 

In contrast, the reduction in mortality rates 
since 1930 at ages 65 and over, while relatively 
small, was larger among the low-income states. 
As a result, the former small excess in mortality 
at these ages in the low-income states was re- 
versed: By 1957 mortality rates at age 65 and 
over in the low-income states were only 90 per 
cent as high as those in the upper-income states. 

Leading causes of death 

The changing relationship of mortality in the 
low- and high-income states has resulted largely 
from the general decline of communicable dis- 
eases as leading causes of death. These diseases, 
once primarily responsible for the higher mor- 
tality rates in low-income states, have since been 
replaced as leading causes of death by heart dis- 
ease and other major cardiovascular-renal con- 
ditions and by the malignant neoplasms (cancer). 
Many of these latter conditions are often far 
more prevalent in high-income states. 

However, a trend of reduction in differentials 
has also been evident (although to a lesser ex- 
tent) among many of the more important causes 
of death. In some instances causes that had low- 
er rates in the low-income states in 1930 increased 
more rapidly there than elsewhere. As a result, 
mortality rates from such causes in the two 


groups of states were much closer to one another 
in 1957 than they had been previously. 


For example, diseases of the heart, with 296.9 
deaths per 100,000 in 1930 in the high-income 
states, had a rate of only 211.0 in the low-income 
states, 71 per cent of the upper figure. Since 
then mortality from this cause has risen through- 
out the country, but at a faster rate in the low- 
income states; and the differential has therefore 
decreased. In 1957 diseases cf the heart accounted 
fcr 338.5 deaths per 100,000 in the high-income 
states and 290.7 in the low, so that the ratio of 
low to high had risen to 86 per cent. For arterio- 
sclerotic heart disease the comparable rise was 
similar, from a ratio of 55 per cent in 1930 to 72 
per cent in 1957. 

A somewhat similar trend held true for mor- 
tality from malignant neoplasms (cancer). In 
1930 cancer (all forms) caused 133.2 deaths per 
100,000 in the high-income states and 78.8 in the 
low, or only 59 per cent as many in the latter. 
Between that date and 1957 the rate in the high- 
income states, 144.2, rose relatively little, but 
mortality in the low-income group climbed to 
110.6. As a result, the 1957 ratio of mortality in 
low- to high-income states rose to 77 per cent. 


In mortality from cancer of the digestive sys- 
tem, the comparable ratio of rates in the low- 
income states to the high also rose, from 50 to 
67. The ratio rose especially sharply, from 27 to 
70, in mortality from cancer of the respiratory 
system, and somewhat less sharply in leukemia 
and aleukemia, from 49 to 82 over these years. 


The pattern for diabetes mellitus resembled 
that for heart disease and cancer in that here, 
too, the gap between mortality rates in the low- 
income and high-income states narrowed. In 
1930 mortality rates from this disease in the low- 
income states were only 57 per cent of the high, 
but by 1957 the ratio had risen to 80. 


Another example of this type of convergence 
is suicide. In both 1930 and 1957, this cause of 
death occurred less frequently in the low-income 
states than in the high. But while suicide death 
rates declined in both groups between 1930 and 
1957, the decline was sharper in the high-income 
states and the ratio of suicide mortality rates in 
the low-income states to those in the high in- 
creased from 59 to 91. 


For one leading cause of death, influenza and 
pneumonia, the ratios converged only after 1940. 
In 1930 death rates from this cause stood at high 
levels in both groups of states—99.2 per 100,000 
in the high-income states and 133.6 in the low— 
an excess of 35 per cent in the latter. By 1940 
mortality rates in both groups of states had 
dropped, but the excess mortality in the latter 
group rose to 87 per cent. Nevertheless, the ex- 
cess was down to 56 per cent in 1950 and to only 
17 per cent in 1957. 

For tuberculosis the convergence was much less 
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definite. Mortality from this disease in the low- 
income states in 1930, 100.2 per 100,000 popula- 
tion, exceeded the comparable rate in the high- 
income group, 71.3 per 100,000, by 37 per cent. 
But the excess dropped to 35 per cent in 1940, 
34 per cent in 1950, and then to 32 per cent in 
1957. The rates by this time were down to 9.5 
and 7.2, respectively. 

Similarly, homicide death rates were 18.4 per 
100,000 in the low-income states in 1930 compared 
to 6.3 in the high-income states, or nearly three 
times as many. Although the rates in both places 
were much lower by 1957, 9.0 and 3.4, respective- 
ly, the ratio between them continued at nearly as 
high a level as it had been formerly. 


Rates from another leading cause of death, 
vascular lesions of the central nervous system, 
fluctuated in the low-income states at about one- 
third above those in the high-income states be- 
tween 1930 and 1957. Although the mortality 
rates in both groups of states dropped during 
these years, the per cent of decline in both were 
roughtly similar. 

Finally, among the leading causes of death, 
the differential for accidents (all forms) changed 
directions between 1930 and 1957. In 1930 the 
mortality rate from accidents was 82.4 per 100,- 
000 in the high-income states against 75.8 in the 
low, the latter only 92 per cent of the former, 
By 1957 mortality in the two groups had declined 
to 46.38 and 61.4, respectively, but now the low- 
income rates exceeded the high by 33 per cent. 


Mortality from motor-vehicle accidents rose in 
the low-income states between 1930 and 1957 but 
declined in the high-income states. The reversal 
in direction of the differential was similar to that 
for all accidents. The mortality rate in the low- 
income states as a proportion of that in the high 
increased from 75 per cent in 1930 to 141 per 
cent in 1957. Meanwhile, the comparable ratio 
in mortality from all other accidents increased 
from 102 to 126. 


QS 
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Narrowing the Health Gap 

The last few decades have given us convincing 
proof that increased spending on health pays big 
dividends in reducing mortality rates and com- 
municable diseases among the American people. 
Since 1930, for example, the overall U.S. death 
rate has declined by 37 per ecnt. In roughly the 
same period the per cent of each consumer dollar 
spent for medical care has risen sharply, by about 
43 per cent. , 

All states, rich and poor, have shared in the 
general improvement. But as this bulletin points 
out, relatively the greatest gains in health levels 
have been made by the states at the bottom of 
the economic seale. In 1930, for example, mortal- 
ity rates in the 10 states with lowest average per 
capita income were 13 per cent higher than those 
in the 10 wealthiest states. Now the gap has al- 
most closed: Death rates in the 10 poorest states 
in 1957 are less than 1 per cent higher. 

Concomitant with this trend, the poorer states 
have been catching up with the wealthy in in- 
come levels. In 1930 the per capita income for the 
10 wealthiest was over three times the average 
for the 10 poorest; now the average of the top 10 
is less than twice that of the bottom 10. 

As the poorer states have improved financially, 
they have greatly stepped up their spending for 
health services and facilities. Hospital construc- 
tion, for instances, has raised the level of general 
hospital beds closer to the nationwide average 
in the states where incomes are generally low. 
Besides supporting additional facilities and per- 
sonnel, higher incomes in the poor states have 
undoubtedly improved educational and nutrition- 
al levels, as well as many other aspects of daily 
living that help lengthen the average person’s 
life span. 

Some low-income states, of course, still lag 
behind in the use of modern medical facilities. 
But the overall trend is encouraging. 

—GEORGE BUGBEE, President 
Health Information Foundation 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 

Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

5 every month independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


POSTGRADUATE SEMINAR 
IN ARTHRITIS AND RELATED DISEASES 


JUNE 11 AND 12, 1960—DIPLOMAT HOTEL. 
HOLLYWOOD-BY-THE-SEA, FLORIDA 


(Adjacent to Miami Beach) 


Immediately following the Annual Meeting of 
the American Rheumatism Association and im- 
mediately preceding the Annual Meeting of the 
American Medical Association. 


SPONSORS: 

Florida Chapter of the Arthritis and Rheuma- 
tism Foundation. 

University of Miami Medical School. 

University of Florida Medical College. 

South Florida Rheumatism Society (Affiliated 
with the American Rheumatism Associa- 
tion). 


FACULTY INCLUDES: 
Leon Sokoloff, M.D., Gene H. Stollerman, 
M.D., Alexander B. Gutman, M.D., Edward 
F. Rosenberg, M.D., Charles Ragan, M.D., 
Joseph Lee Hollander, M. D., Philip S. Hench, 
M.D., Lawrence E. Shulman, M.D., Marian 
W. Ropes, M. D., Ephraim P. Engleman, M. D., 
David S. Howell, M. D., Theodore A. Potter, 
M. D., Morris Ziff, M. D., Theodore B. Bayles, 
M. D., Edward W. Lowman, M. D. 
Emphasis will be placed on Diagnosis and 
Management of the more common Rheumatic 
disorders. 


Course is acceptable for 8 hours of Category 
I credit by the American Academy of Generali 
Practice. 

Tuition $15.00 payable in advance. Make 
checks payable to Treasurer, Florida Chapter, 
Arthritis and Rheumatism Foundation, 1206 
Huntington Medical Building, Miami 32, Florida. 


For further information write to SEMINAR 
COMMITTEE, Florida Chapter, Arthritis and 
Rheumatism Foundation, 1206 Huntington Medi- 
cal Building, Miami 32, Florida. 


DON’T JUST COUGH, WORRY ABOUT IT 


The next time you cough, don’t exclaim, po- 
litely or otherwise, that, “It’s nothing—just a 
cough.” In the process, you may have triggered 
a hernia, caused a hemorrhage or fractured one 
or more ribs. Strenuous coughing can even be 
fatal. 


Writing in the March issue of GP magazine, 
Dr. Andrew L. Banyai, a Chicago chest physi- 
cian, points out that coughing “can produce 
many undesirable side reactions... ” It can 
spread an infection within the lung or from 
one lung to the other, can also lead to undue 
fatigue, exhaustion and a poor appetite. 


Dr. Banyai adds that coughing causes a sud- 
den blood pressure increase that may, in turn, 
cause a headache, a hemorrhage or esophageal 
bleeding. In rare instances, coughing has frac- 
tured the sternum or breast-bone. When death 
occurs, it is usually the result of a blood pres- 
sure imbalance and insufficient blood in the 
coronary arteries. 


Because everyone coughs occasionally, many 
people ignore even persistent coughs, Dr. Banyai 
says. Stressing that this is unwise, he adds: 
“Negligence and procrastination may mean pro- 
gression of pulmonary tuberculosis, fungus in- 
fection, wasting diseases of the lung, spread of 
primary or metastatic malignant tumors, with 
their chronic invalidism or prospect of fatal 
termination.” 


Dr. Banyai urges his colleagues to thoroughly 
examine the patient who demands “cough medi- 
cine.”” Important factors to consider include the 
patient’s weight and age, the character and 
cause of the cough and the proper therapy. 


Some people, Dr. Banyai contends, suffer 
from “tussive insufficiency” or a lack of ability 
to cough satisfactorily and thus expel inflamma- 
tory products or materials from the air passages. 
Extreme obesity can cause tussive insufficiency 
and in older patients, this condition may be 
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caused by less resilient thoracic ligaments and 
lungs. 

Although Dr. Banyai agrees that relief can 
often be obtained by breathing into a paper bag, 
he emphasizes that this must be done properly 
and adds that it can have dire results. 


LSD HELPS HOPELESS MENTAL PATIENTS 

LSD-25, a drug capable of bringing back 
childhood memories with the sharpness of a 3-D 
movie, is helping fight mental illness in persons 
formerly considered hopeless, two phychiatrists 
said recently. 

Drs. Arthur L. Chandler and Mortimer A. 
Hartman of the Psychiatric Institute of Beverly 
Hills, Calif., reported on the use of the drug 
(Lysergic Acid Diethylamide) in 110 patients in 
the March Archives of General Psychiatry, pub- 
lished by the American Medical Association. 

“With LSD as an aid, it has been possible to 
‘reach’ and work with patients who are otherwise 
unresponsive to psychotherapy,” they said. 

. .. there were a number of cases in which 
previous therapy, sometimes with several differ- 
ent therapists, had produced little or no im- 
provement but in which introduction of LSD-25 
effected a real break-through, followed by con- 
tinued therapeutic improvement. 

“In the study are several patients who had 
had as much as six years of previous analytic 
therapy, with small benefit, and who, after 20 
to 40 LSD sessions, either were discharged as 
markedly improved or appeared to be well on 
their way to the resolution of their basic prob- 
lems.”’ 

They also said “because initial therapeutic 
gains can occur in a dramatic manner and, after 
a shorter period than is the case with psycho- 
therapy in general, some patients have sought 
treatment and benefited who would never have 
accepted the long-term schedule required in 
psychoanalytic or most other forms of psycho- 
therapy.” 

The 110 patients studied included psychoneur- 
otics and those with personality disorders, trait 
disturbances, and other problems, such as addi- 
ction to alcohol and/or narcotics. There were 
62 men and 48 women ranging in age from 15 
to 62. 

A total of 88 showed improvement ranging 
from “‘slight” to “outstanding” after an average 
of six sessions with LSD. The group that showed 
the most progress were the manic-depressives, 
those who are alternately highly elated and 
deeply depressed. 

“An encouraging result is the promising prog- 
ress of those with addictions. Most of these 
patients were alcoholic problems, but seven of 
these also had a recent history of drug addiction. 
The fact that this group did as well as it did 
suggests the possibility that LSD-25 may be a 
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valuable therapeutic aid in work with this most 
difficult group.” 

Drs. Chandler and Hartman said the drug 
produces visual illusions, but these could not be 
properly defined as hallucinations. 

“The most obvious difference between imag- 
ery and fantasy which occurs with LSD-25 and 
hallucination is the factor of insight,’’ they said. 
“Under LSD-25 the patients know that they are 
merely experiencing a ‘waking dream’ or remem- 
bering some experience from the past. They do 
not believe that it is actually happening.” 

The psychiatrists also described how the drug 
unlocks memories stored in the unconscious. 

“It is very common for early childhood mem- 
ories that have been repressed or forgotten to 
emerge, usually with great clarity of recall,” 
they said. 

“Scenes may be pictured with great vividness 
of color and other detail, and the patient feels 
himself to be back in the situation and experi- 
ences the affects in all the original intensity. 
Some patients describe it by saying that it is as 
though a 3-D film tape were being run off... . 

“Several patients have checked with parents 
concerning incidents or certain details, such as 
household furnishings, with striking confirma- 
tion, especially when it is considered that some 
of the memories dated back as early as the first 
year of life.’ 

The drug’s ability to bring back early mem- 
ories in nearly all patients proved in some to be 
of “tremendous therapeutic benefit,” they con- 
cluded. 


r 


ULTRAVIOLET RADIATION CUTS 
OPERATING ROOM INFECTIONS 

Ultraviolet radiation was recommended re- 
cently as an effective means of preventing in- 
fection from antibiotic-resistant bacteria in op- 
erating rooms. 

A method that has kept operating room in- 
fections to a bare minimum at Duke Hospital 
in Durham, N. C., was described by Dr. Deryl 
Hart in the March 5 Journal of the American 
Medical Association. 

“Tt has always been our opinion that keep- 
ing pathogenic bacteria out of a clean wound 
is preferable to trying to control their growth 
or to kill them after they enter. ... ,’’ Dr. Hart 
wrote. 

“With the present widespread distribution of 
antibiotic-resistant staphylococci, prevention of 
such contamination is now all the more impor- 
tant.” 


“No area of the body is inaccessible today to 
the trained surgeon,” according to an accom- 
panying Journal editorial. “However, with these 
larger, more traumatizing, and longer proce- 
dures, ‘unexplained infections’ have become pro- 
gressively more common and more critical.” 
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Ultraviolet radiation, which kills bacteria in 
the air, has been in use at Duke Hospital for 
more than 20 years in as many as 15 operating 
rooms. 

Dr. Hart said the results obtained “have been 
nothing short of miraculous. 

“In the Duke hospital so-called unexplained 
infections in clean operative wounds not only 
have been explained but have been eliminated, 
to a great extent, by a variety of measures 
aimed at limiting the contamination of the air 
with pathogenic bacteria, and by the use of 
ultraviolet radiation to kill the remaining bac- 
teria that inevitably get into the air and, by 
sedimentation, onto exposed surfaces. 

‘We consider the air route of spread to be 
the greatest factor . and therefore to be 
responsible for most of the so-called unexplained 
infections in clean operative wounds today.” 

Dr. Hart said destroying bacteria floating in 
the air obviously offers protection regardless of 
the source of the bacteria, i.e., whether it origi- 
nates in the respiratory tract of operating room 
personnel, contamination of the room, clothing 
or blankets, or air from other parts of the hos- 
pital. 

It was found that air contamination rose rap- 
idly in a bacteria-free operating room when it 
was occupied. Studies showed that staphylococci 
were the main contaminants and were directly 
related to the number of persons in the room, 
how long they remained, and the time of the 
year, the worst season being winter. 

Dr. Hart said it also was found that the 
average mask, even when two are worn, is inade- 
quate to control air contamination, and steriliza- 
tion of the air within the air ducts does not re- 
duce the bacteria content of the air to a safe 
level. 

Protection from the ultraviolet rays can be 
afforded patient and personnel without any in- 
convenience, he pointed out. 

The eyes of the personnel are guarded from 
direct radiation by an eye shade and from re- 
flected radiation by glasses. The eyes of the 
patient are closed. For frequent and long periods 
of exposure, he said, the skin is covered or 
shaded. 

On the basis of Duke Hospital’s long experi- 
ence, Dr. Hart recommended that “ultraviolet 
radiation be used continuously as an addition to 
aseptic operating room technique.” 


A.M.A. EMBARKS ON MAJOR STUDY OF 
MEDICAL CARE COSTS 


A “Commission on the Cost of Medical Care,” 
to delve into every phase of medicine where cost 
or spending is involved, was announced by the 
American Medical Association recently. An ini- 
tial grant of $100,000 was appropriated to 
launch the study. 


“This study-project is being undertaken,’ said 
Dr. Louis M. Orr, Orlando, Fla., president of 
the A.M.A., “because the American public is 
spending increasing amounts of money for all 
types of medical care. These expenditures in- 
volve the peoples’ lives, health, and pocketbooks. 
We would like to find where economies may be 
achieved in the best interests of the patient. 
The commission will analyze the cost picture 
from every angle and try to come up with some 
sound advice and suggestions.” 

The commission, whose members will be an- 
nounced shortly, will serve as a “‘little Hoover 
Commission” to study all medical care costs, 
including doctors’ fees, hospital charges, nurs- 
ing cost, drug expenditures, and health insur- 
ance premiums. 


CLINICAL CONFERENCE SCHEDULED 


A Clinical Conference on Cancer of the Fe- 
male Genital System will be held at The Uni- 
versity of Texas M. D. Anderson Hospital and 
Tumor Institute, Houston, Texas, October 21 
and 22, 1960. 

Treatment procedures for patients with car- 
cinoma of the cervix, endometrium, and ovary 
will be discussed in lectures and panel discus- 
sions. The experience and policies of treatment 
at The University of Texas M. D. Anderson 
Hospital will be reviewed. 

Dr. Hans Kottmeier, of the Radiumhemmet in 
Stockholm, Sweden, will be the guest speaker 
at the Conference. The program is under the 
direction of Felix N. Rutledge, Section of Gyne- 
cology, Department of Surgery, M. D. Anderson 
Hospital and Tumor Institute. 


AMERICAN COLLEGE OF SURGEONS 
RECEIVES GRANT 


A grant of $146,275 by The John A. Hartford 
Foundation, Inc., of New York, to the American 
College of Surgeons to inaugurate a program for 
improving the medical management of the sur- 
gical and injured patient was announced recent- 
ly by Mr. Ralph W. Burger, president of the 
Foundation and Dr. I. S. Ravdin, chairman of 
the Board of Regents of the College. 

“This grant will permit the College to enlarge 
its long-established activities in the field of 
trauma, both at the national and local levels,” 
stated Dr. Ravdin. 

The American College of Surgeons is unique 
in that it has had a functioning Committee on 
Trauma since 1922, and currently has a Na- 
tional Committee on Trauma and 241 state and 
local trauma committees located throughout the 
United States and Canada. With this grant, ac- 
cording to Dr. Ravdin, these committees and co- 
operating organizations will be able to work more 
effectively in a concentrated effort to determine 
patterns of care of the injured patient, and to 
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MEDICAL NEWS 


inaugurate improvements in this care. 

The new program will permit immediate es- 
tablishment of pilot projects in selected cities, 
employment of a field staff to provide personal 
zuidance—both to the public and to the pro- 
fession—throughout America, and initiation of 
an evaluation program, all with the primary goal 
of improving care of the surgical and injured 
patients. It is expected that the College’s current 
efforts in this field will also be implemented by 
the grant, particularly in the following problem- 
area programs: effective safe transportation of 
the injured, first aid and self-aid, organization 
and staffing of the several elements of hospitals 
‘involved in the emergency medical care of the 
injured, demands caused by disasters and edu- 
cation of the medical profession in the manage- 
ment of trauma at the undergraduate and grad- 
uate levels. 





CERTAIN DRUGS CAN CAUSE GOUT 

Certain drugs for treating hypertension should 
not be given patients susceptible to gout, a heart 
researcher has warned. 

“For the present, it appears propitious to avoid 
the use of chlorothiazide and other benzothiadia- 
zine compounds in patients with a history of 
gout and to suspect the possibility of gout in 
patients treated with these drugs who complain 
of aching and painful joints,’ Dr. Leon J. War- 
shaw, of the Cardiovascular Research Unit, Beth 
Israel Hospital, New York, said: 

Writing in the Feb. 20 Journal of the Ameri- 
can Medical Association, Dr. Warshaw said hy- 
peruricemia, an excess of uric acid in the blood 
and a characteristic of gout, “is a relatively 
frequent concomitant of chlorothiazide adminis- 
tration.... 

“Although the mechanism by which chlorothia- 
zide produces hyperuricemia, and the relation- 
ship between this hyperuricemia and the clinical 
manifestations of gout, are not clearly under- 
stood, these phenomena are a drawback to the 
use of this drug, especially in patients with a 
history of gout,” he said. 

Dr. Warshaw said a recent report suggesting 
a relationship between hyperuricemia and coro- 
nary artery disease and heart attacks “makes it 
urgent that the true significance of the hyper- 
uricemia be established.” 

Gout is a disease in which the primary symp- 
tom is a painful inflammation of the joints of the 
hands or feet, and especially the big toe. 





NINE PHYSICIANS ENDORSE NEW 
RESUSCITATION TECHNIQUE 

An “improved” and “simplified” method of 
oral resusciation was recommended by nine phy- 
sicians in the Feb. 20 Journal of the American 
Medical Association. 

Briefly, the new technique calls for the rescuer 
to tilt back the head of the victim as far as pos- 
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sible and inflate the lungs through the victim’s 
nose or mouth. 

The “head-tilt method” was studied in seven 
research centers in six cities in this country and 
abroad—Buffalo, N.Y.; New York City; Los An- 
geles; Copenhagen, Denmark; Karlskrona, Swe- 
den, and Zurich, Switzerland. 

“After one year of these coordinated studies in 
over 1,000 anesthetized human beings, results of 
use of the head-tilt oral method, with inflation 
through the victim’s nose, have been uniformly 
satisfactory except in the group of newborn in- 
fants, which involves special problems,” the ar- 
ticle said. 

The physicians suggested that the revised tech- 
nique replace the old mouth-to-mouth method. 
The head-tilt method works better than any other 
field method of emergency artificial respiration 
and should be tried first in all cases, they said. 

Nasal inflation is preferred, they said, since 
it prevents air from getting into the victim’s 
stomach. It also is best suited for the victim 
whose jaws are too tightly clenched to be opened. 

By tilting back the victim’s head, his air pas- 
sage are opened, they pointed out. 





ORAL THERAPY REDUCES DIABETIC’S 
INSULIN NEEDS 

Treatment of mouth diseases in diabetics has 
been found, in some cases, to reduce their insulin 
requirements. 

Capt. Ralph C. Williams Jr., a physician, and 
Maj. Charles J. Mahan, a dentist, of the U.S. 
A.F. Hospital, Maxwell Air Force Base, Air 
University, Montgomery, Ala., reported on the 
effects of oral therapy in nine diabetics in the 
Feb. 20 Journal of the American Medical Asso- 
ciation. 

“Seven of the nine patients with diabetes and 
periodontal oral disease who underwent elective 
periodontal therapy showed significant subse- 
quent reduction in insulin requirements,” they 
said. 

Insulin is used to control diabetes. The nine 
patients suffered an inflamation of the gums or 
the tissues surrounding a tooth, in addition to 
diabetes. They were treated by surgery or ex- 
traction of teeth. 

“Recently we have been impressed by the 
striking frequency with which the relatively 
young diabetic patients seen in a military prac- 
tice manifest extensive periodontal disease... ,” 
they said. 

Although there are conflicting theories on 
what causes periodontal disease, they said, it was 
their “impression that diabetes and chronic, de- 
structive periodontal disease are separate en- 
tities,” but added: 

“Diabetes may be adversely influenced by the 
presence of periodontal disease, and conversely 
periodontal disease may be more severe in the 
diabetic state.” 
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A History of Ophthalmology; by George E. 
Arrington, Jr.. M.D. New York, MD Publica- 
tions, Inc., 1959. pp. 174. Price $4.00. 

This monograph, the third of a planned series 
on the history of the various medical specialties, 
is a scholarly, well-written book, with a rather 
distinctive approach, in that the history of oph- 
thalmology is related against the background of 
the history of mankind. As is pointed out in 
the preface by the distinguished medical his- 
torian, Félix Marti Ibanez, Dr. Arrington, who 
is Associate in Ophthalmology at the Medical 
College of Virginia, is obviously a man who is 
steeped in historical values as well as in the 
clinical and research aspects of ophthalmology. 

This book tells the story of this specialty from 
prehistoric times to the present electronic era. 
The scientific study of the eye was long delayed 
because of the early association of this structure 
with superstitions, myths, legends, and religious 
symbolism. The results of delay were tragic in 
the countries in which such conditions as oph- 
thalmia, cataracts, and trachoma were wide- 
spread. 

The earliest knowledge concerning diseases of 
the eye dealt, as might be expected, with those 
affecting the external eye. Spectacles were used 
as early as the thirteenth century, centuries 
before the physiology of vision was understood. 
Leonardo da Vinci, with other painters in the 
Middle Ages, played an important part in the 
elucidation of ocular anatomy. After the dissec- 
tion of many cadavers, he concluded that the cen- 
tral organ of vision was not the lens, as had 
previously been thought, but the retina, though 
he seems to have believed that the image falls 
only on the head of the optic nerve. He also 
devised mirror-grinding instruments, which even- 
tually led to the development of refined lens- 
grinding techniques. 

As time passed and more and more knowledge 
concerning the anatomy of the eye and its func- 
tions was accumulated, the groundwork was thus 
laid for the technical developments of the nine- 
teenth century, which were made possible by the 
discovery of anesthesia, the development of the 
new science of bacteriology, and the introduction 
of antiseptic and then aseptic surgery. 

When they are brought together, as the author 
brings them together in a page or two of this 
book, the diagnostic and therapeutic developments 
and refinements of the present century are truly 
amazing. Among them are slit-lamp microscopy; 
slit-lamp examination of the posterior segment; 
gonioscopy, binocular ophthalmoscopy; _stereo- 
scopic color photography of the anterior segment 
and fundus; stereocampimetry; angioscotometry; 
eikonometry; contact and aniseikonic lenses; tri- 
focal lenses; plastic implant lenses; reading aids 
for the visually handicapped; ultraviolet light; 





flicker fusion fields; ophthalmoscopy with mono- 
chromatic, polarized, and red free light; the eye 
bank; new methods of treating retinal detach- 
ment; scleral resectional keratoplasty; anesthesia 
for cataract surgery; techniques of akinesia; 
antibiotics and chemotherapy in infections; peni- 
cillin in ophthalmia neonatorum; the use of corti- 
sone and similar agents; new methods of treating 
glaucoma; filtering and goniotomy surgery; X- 
ray and electronic localization of metallic foreign 
bodies; preventive measures in retrolental fibro- 
plasia; radioactive element uptake by tumors and 
iieir plotting by Geiger counter methods. The 
list seems almost incredible after one has read 
in this book the long way ophthalmology had to 
come before it reached this stage. 

The book has a number of useful appendices. 
One of them is a world list of ophthalmologic 
periodicals. Another is an ingenicus chart re- 
lating the chronology of ophthalmology and cor- 
relating the major contributions of a number of 
ophthalmolcgists with the appropriate stage of 
world history; a more detailed chart would have 
been welcome. Still another appendix is a list of 
ophthalmological organizations, ‘which is not com- 
plete; it omits the name of the New Orleans 
Academy of Ophthalmology, among others. The 
concept of all of these appendices is, however, 
excellent. The index is adequate. 

Two sentences particularly impress one in read- 
ing this book: One is that the vast amount of 
technical and medical information available to- 
day concerning the anatomy of the eye, the 
physiology of vision, and the pathology, diagnosis, 
and therapy of ocular diseases makes it difficult 
to conceive of a time when none of this knowl- 
edge existed. The story of its gradual accumula- 
tion is well told in this history. 

The second sentence which strikes one particu- 
larly is a warning for the ophthalmologist of the 
dangers of the contemporary trend of relying too 
much upon things, with the result that “during 
an electrical power failure, ophthalmological 
practice all but ceases.” As history shows, and 
as this book emphasizes, the advances that have 
been made are of infinite value, but the ophthal- 
mologist must still rely upon the clinical poten- 
tialities of the senses God gave him. 

GEORGE M. Hark, M. D. 


Fads and Fallacies in the Name of Science; by 
Martin Gardner. New York, Dover Publica- 
tions, Inc., 1957. pp. 368, Price $1.50. 
Originally published under the title Jn the 

Name of Science, this is the most complete cov- 
erage of unorthodox medicine since the similar 
volume by Fishbein. Such a book serves to 
equalize the coverage which the media of pub- 
licity are accustomed to give to the facts of 
medicine. 
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Contained in the volume are discussiors of 
naturopathy, iridiagnosis, zone therapy, food 
fads, orgone sex therapy and even the story of 
the Bridey Murphy episode. It is an able and 
well-organized presentation of tcpics which have 
been furiously argued by proponents and oppo- 
nents and will serve a most useful and informa- 
tive purpose at very reasonable cost. 

Mary LouIs—E MARSHALL 
Anatomy of the Human Body; by Henry Gray, 
27th Edition, 1959, Lea and Febiger Phila- 
delphia, Pa. pp. 1458. Price $17.50. 

The 27th edition of this famous text marks the 
centennial of its publication and continues with 
some modifications, the general format of its 
previous printings. It is composed of sections 
on Embryology, Topographical Anatomy, Osteo- 
logy, Joints and Ligaments, Muscles and Fasciae 
and the various Systems; Cardiovascular, Lym- 
phatic, Nervous, Integumentary, Digestive, Uro- 
genital, and Endocrine. In addition to descrip- 
tions of gross structures in each section, there is 
a brief review of their function, developmental 
history, and microanatomy, tozether with a brief 
but pertinent bibliography. 

The editor in his preface to this edition, notes 
several of the problems ercountered in deciding 
format changes, based on suggestions and advice 
from various sources. Amone these, sre length 
and proportion of the various sections, inclusion 
of Embryology and Histology. and especially, 
that of treatment of the Certral Nervous 
System. There is particular concern about 
attempting to make this volume serve several pur- 
poses without increasing it to impractical length. 
It seems that rather a middle course has been 
chosen, that of changing bits here and there while 
retaining the plan used in rrevious editions. 

The question arises as to whether a middle 
course can be profitably pursued. There has been 
a tendency in recent years to decrease the total 
time devoted to Gross Anatomy. This makes im- 
practical fcr medical students an encyclopedic 
text and demands the most astute editorial judg- 
ment on what can be eliminated. Obviously no 
decision on this point can please all would-be 
users of any volume. One apvroach to this 
problem has been that of elimination of collateral 
subject material within the anatomical special- 
ties, e.g., Microanatomy, Embryoleevy, ard even 
Neuroanatomy. There is considerable doubt that 
an abstract or precis of such collateral material 
is adequate or even useful for associative pur- 
poses, particularly by students exposed to Gross 
Anatomy for the first time. 

As indicated, again in the editor’s preface. 
medical students are almost universally expected 
to provide themselves with textbooks for each of 
the anatomical specialties. It seems to this re- 
viewer that such up-to-date, complete sources 
would be more useful to all students than would 
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be an inserted paragraph incidental to another 
major subject. In extreme cases it might even 
provide for the initiate a misleading concept of 
brevity, simplicity, or even importance of the 
material so treated. That is to say, there is rea- 
sonable dcubt that any such text can still be made 
all things to all students. 

This point is particularly well illustrated with 
reference to the section on Central Nervous Sys- 
tem. Here, approximately one-hundred pages are 
devoted to this most ccmplex topic including its 
Histology. This treatment might be adequate for 
purposes of review or reference but is quite in- 
adequate as primary text material and for this 
reason, its very presence in the volume is of con- 
troversial nature. Again, this section apparently 
follows the middle course between being made 
really adequate and actually withdrawn. 


When any textbook is carried through a num- 
ber of successive editions, there is often the 
tendency for cuthors or editors to insert new 
features or treatment in part to justify the print- 
ing of a new volume. Dr. Goss has studiously 
avoided this error but in isolated cases, possibly 
to the detriment of the work as a whole. Segmen- 
tation of the liver, for example, is mentioned with 
respect only to its microscopic (lobular) units; 
whereas various studies within the last decade 
tend to emphasize the importance of regional 
segmentation based on distribution of the duct 
system. A similar instance might be noted with 
respect to segmentation of the lung. In this case 
the subject is considered briefly and with a help- 
ful illustration, but the accompanying text ma- 
terial could have been expanded profitably for 
the benefit of students not already familiar with 
the subject. 

A minor criticism might be inserted with refer- 
ence to choice of entries in the bibliography for 
various sections. While there seems to be an ade- 
quate number of recent entries, a number of im- 
portant recent contributions have not been con- 
sidered adequately. While it is true that no two 
people could agree on which entry should be in- 
cluded, it seems to this reviewer that in the 
subject of bibliography, this section also should 
be expanded to adequate reference length or eli- 
minated completely. 

RALPH N. BAILLIF. 





Current Medical References: P. J. Sanazaro, M.D., 
Editor. Los Altos California, Lange Medical 
Publications, 1959, pp. 535. Price $3.50. 

The medical reference situation has _ been 
thoroughly unsatisfactory since the Quarterly 
Cumulative Index Medicus lost its momentum 
during World War II. It is now consistently late, 
and the Current List, while useful as a port of 
call in an emergency, is a maddening and time- 
consuming production to use. 

It is highly doubtful, however, that Current 
Medical References is the solution of the problem. 
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This small book of 535 pages, including a 31-page 
index, contains, according to the editor’s preface, 
“some of the more useful and significant refer- 
ences to the literature of the past twenty years” 
in the field of clinical medicine. Most of the 
‘ references seem to lie within the 1953-1958 period, 
but even that relatively recent span scarcely fits 
the definition of current. 

The book is diveded into 18 sections, 11 dealing 
with body systems and special organs and the re- 
mainder with general topics and general and 
special diseases and conditions. 

The policy of selecting references which offer 
comprehensive lists of references for other works 

.is commendable but carried out unevenly. Some 
of the reviews, such as those on peripheral vascu- 
lar disease, are reasonably up-to-date (1954-1959), 
but the review of drug eruptions is dated 1949. 

There are also many curious omissions. Spur- 
ling’s definitive text on the lumbar intervetebral 
dise is cited under disease of the intervertebral 
disc, but his later, equally definitive, book on the 
cervical disc is omitted. Periodic disease, cer- 
tainly an infrequent condition, has three listings, 
with a total of 152 references in them. Appen- 
dicitis, which is still killing its thousands, also 
has three listings, with a total of only 36 refer- 
ences. One of the articles listed reports 1,358 
cases and another 549 cases. Boyce’s book on the 
subject is not listed, though it is based on more 
than 6,400 cases and has a bibliography of more 
than 500 references. Under aneurysms, there 
seem to be no references to the epoch-making work 
of DeBakey and his associates at Baylor Uni- 
versity. The term fracture does not appear in the 
index or as a heading in the section on bones, 
which is chiefly devoted to diseases. 


There are only eight references to cold injury, 
all in the periodical literature. The volume on cold 
injury in the history of the U.S. Army Medical 
Department in World War II is not listed, though 
it has been acclaimed as the most comprehensive 
book ever written on the subject. Similarly, the 
volume in this series (Neurosurgery, Volume I) 
which relates the very extensive wartime experi- 
ence with head trauma is not listed, nor is this 
experience covered in the references listed from 
the periodical literature. Finally, all the refer- 
ences under the heading of shock run from 1952 
to 1958 and thus do not include the important 
wartime clarification of this condition. General 
Surgery Volume II in the series just mentioned, 
which covers the modern concepts and manage- 
ment of this potentailly lethal state, is not listed. 

In short, what the publisher says in his fore- 
word about the necessity for compromise in this 
book is apparent in every page. The basis of 
the selection of these references is necessarily 
biased by the, presumably, varied interest, know]l- 
edge, and personal preferences of the 140 ob- 
servers who made up the lists. A book which takes 
all clinical medical literature, even of the last 


20 years, for its province is defeated by its very 
concept. 

In his foreword, the publisher remarks that the 
book is intended only as a starting point for the 
investigation of the subjects included. Since the 
searcher for information must necessarily go to 
the library to get the listed references, he had 
probably best stick to the old-fashioned habit of 
digging out his own infcrmation. On the other 
hand, while the listings in this book are neither 
comprehensive nor truly current, they represent a 
remarkably good try. As Dr. Samuel Johnson said 
to his Boswell, “Sir, a woman’s preaching is like 
a dog’s walking on his hinder legs. It is not well 
done; but you are surprised to find it done at 
al,” 

On a casual survey, the typographical errors, 
in spite of the publisher’s advance apology for 
them, do not seem to be numerous. 

ELIZABETH M. MCFERTRIDGE, M. A. 


A Cook Book for Diabetics; by Deaconess Maude 
Behrman, American Diabetes Association, 1959, 
pp. 172. Price $1.00. 


Used in conjunction with the American Diabetic 
Association’s Meal Planning with Exchange Diets, 
or used separately as a caloric guide for diabetic 
meal planning, A Cook Book for Diabetics pro- 
vides a facile as well as palatable way to vary the 
diabetic’s diet. Recipes and techniques of food 
preparation allow the diabetic to combine num- 
erous foods and yet come out with a caloric as 
well as exchange list answer. Deaconess Maude 
Behrman has literally prepared a menu from soup 
to nuts with excursions off the beaten path for 
Passover and Lent, all in all, a real help to the 
diabetic. 

Tep Buiocu, M. D. 


PUBLICATIONS RECEIVED 


Appleton-Century-Crofts, Inc., N. Y.: First 
Aid: Diagnosis and Management, by Warren H. 
Cole, M. D., and Charles B. Puestow, M. D., with 
16 Contributing Authors (5th Edit.); Medical 
Care of the Adolescent, by J. Roswell Gallagher, 
M. D. 

Doubleday & Co., Inc., Garden City, N. Y.: 
Women and Fatigue, A Woman Doctor’s Answer, 
by Dr. Marion Hilliard. 

The C. V. Mosby Co., St. Louis: Communic- 
able and Infectious Diseases, by Franklin H. Top, 
M.D. (4th Edit.). 

W. B. Saunders Co., Phila.: Clinical Manage- 
ment of Behavior Disorders in Children, by 
Harry Bakwin, M.D., and Ruth Morris Bakwin, 
M. D. (2nd Edit.); A Manual of Tropical Medi- 
cine, by George W. Hunter, III, Ph.D., Col. 
U.S.A., (Ret.), William W. Frye, M.D., and J. 
Clyde Swartzwelder, Ph.D. (3rd edit.). , 

Vantage Press, Inc., N. Y.: I Prescribe Laugh- 
ter, by Thomas Richard Rees, M. D. 
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